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How do YOO ta at foot? 
wedge on the shoes? 


Consultation 
in Verse 


The surgeon liked his Guinness, 
The physician liked it too, 
They consulted one another 
And prescribed themselves a few. 
The surgeon took his colleague home 
(As any good friend would) 


For he had a dozen Guinness 
Like every doctor should 
They admitted as they quaffed the lot 
Their prescribing did them good. 
And would it do the same for you? 


Buy Guinness and it could ! 
M.B., B.S., M.R.C.S,, L.R.C.P. 


Doctors, too, enjoy writing verses about Guinness. The 
above contained in a letter addressed to Guinness by one 
of them is published by kind permission. 


GUINNESS 


is good for you 


G.€.2757.A 


BUT the wedges soon wear 
away; and very often the child | 
is made to feel self-conscious 
because his shoes look different 
from other children’s. 

Surely it’s more logical to 
have a wedge built-in between © 
the inner and outer sole— 
invisible, and completely un- ; 
affected by wear or repair of ~ | 
the shoe. That is how Start-rite 
INNERAZE shoes are made; | ~ 
why they are the only practical = : 
solution to this problem. ~ 


7 Mr. W. J. Southall & Co. 


Invisible Wedge Shoes by START-RITE 


(whe make the fnest children’s shoes of all types) 


tneraze Shoes are supplied only against medical prescription 


FREE 


Equal to £7.6.7 PER CENT GROSS 
Guaranteed for a fixed investment 5 years’ period. 


BUILDING SOCIETY 


or usual investment, equal to £6-19-2 per cent 
% gross where the standard rate of 8/6 


is payable. ® 
MAXIMUM SECURITY @e@ 
e 

e 

a 
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Easy withdrawals 

Y amount accepted up to £5,' 

No depreciation 


ASSETS NOW EXCEED £5,500,000 
Full particulars from the Secretary : 


STATE BUILDING SOCIETY 
28 State House, 26 Upper Brook Sireet, 
Park Lane, London, W.1. MAYfair 8161 
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Two weapons 
against Athlete’s Foot 


and other fungal dermatoses 


The combined use of Mycil Ointment and Powder 
has proved to be highly effective in both prophylaxis 
and treatment of fungal dermatoses. 

Mycil Ointment is formulated to ensure penetra- 
tion of the active constituent, chlorphenesin, to the 
site of the infection. 

Mycil Powder, used alone, prevents reinfection. 
Because of its adsorptive properties it is useful in 
combating the effects of excessive perspiration. 

Both preparations are non-mercurial and odour- 
less and may be used over long periods, if necessary, 
without adverse effects. 


4 9 MYCIL OINTMENT 
in collapsible meta! 
tubes 1 6 
rrape 4MYCIL POWDER 


in sprinkler tins 1 6 
Basic N.H.S. prices 


Purchase Tas exira 


Contains Chiorphenesin 

(p-Chloropheny!-«-glycero! ether) 
“‘MYCIL’ Pessaries are available for treatment of 
trichomonal and fungal infections of the vagina. 


Hi THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.I 
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SELSUN 


on this comb 


COMPLETE CONTROL of common dandruff in 92 to 95% 
of cases . . . control of seborrhoeic dermatitis of the scalp 

in 81 to 87% of cases... this represents the clinically proved 
effectiveness of sELSUN. It restores the scalp to a normal, 
healthy state, keeps it free of scales and excessive sebum for 
a period of one to four weeks after each application. 
Itching and burning usually stop after two or three 
applications. sELSUN is applied while washing the hair. 

It reaches all areas of the scalp, is simple and pleasant to use. 
Rinses out easily, leaving the scalp clean and odourless. Does 
not discolour the hair; leaves no greasy stains. Ofhott 
Available in 2 and 4 fl. oz. bottles, with directions for use. 


(Selenium Sulphide, Abbott) 


ABBOTT LABORATORIES LIMITED - LONDOR 
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The esters of NICOTINIC, SALICYLIC and 
p-AMINOBENZOIC acids 


5 
zy, 


bring relief to cases of 


arthritis and rheumatism 


many doctors are tending more and more to regard 
Transvasin as an indispensable adjuvant to treatment. 

" For Transvasin is composed of the esters of nicotinic, 
salicylic and p-aminobenzoic acids. These esters readily pass 
the skin barrier in therapeutic quantities, and so enable an 
effective concentration of drugs to be built up where they 
are needed.* 

Transvasin not only induces vasodilation of the skin with 
a superficial erythema, but also brings about a deep hyper- 
aemia of the underlying tissues. It is non-irritant and can be 
safely used on delicate skins. 

It is now being widely prescribed, with successful clinical 
results. Since a very small quantity is sufficient for each 
' N\ II application, the cost of treatment is extremely low. 


\\ I N CASES OF soft-tissue rheumatism, and arthritic disorders, 


*Therapeutische Umschau 
Vill, 1952, 10, 143 


Salicylic acid tetrahydrofurfuryl-ester... 14% 
Nicotinic acid 2% 
Nicotinic acid 2% 
p-Aminobenzoic acid ethyl-ester......... 2% 
Water-miscible cream base ad ......... 100%, 


if Transvasin is available in 1 oz. tubes, basic N.H.S. price 2/6 plus P.T., 
hy and is not advertised to the public. Samples and literature will be 
gladly sent on application. 


LLOYD-HAMOL LTD 


11 Waterloo Place, London, S.W.1. Tel. WHiItehall 8654/5/6 
Transvasin is the registered trade mark of Lloyd-Hamol Ltd. 


“Thank you, doctor” 
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On to Farex 


On to Farex. First for weaning—his sound 
and gentle introduction to solids. And on for 
months to come, his basic body-building 
food. And wisely on again into school days, 
Farex—the staple foundation of the daily diet, 
nourishing, appetizing, that can be flavoured 
with his favourite fancy. The easily assimilable 
nutriment of Farex is also of great value for 
the special diets of invalids, convalescents, 
the dyspeptic and the elderly. 


F A a E X 5-Cereal food 


TRADE 


In 10 oz. cartons 


Into Farex goes all the experience of Glaxo Laboratories 


gaa, GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX BYRON 3434 


Subsidiary Companies or Agents in most countries 


...and on 
...and on | 
| 
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SMITH & NEPHEW 


Armamentarium against tuberculosis 


Wherever P.A.S. is indicated THERAPAS (calcium 4-benzamido- 
salicylate) may be used. It is better tolerated by the patient and has a 
slightly sweet, not unpleasant taste. THERAPAS is as effective as 
P.A.S. in delaying the emergence of streptomycin resistance. Its value 
in the treatment of genito-urinary tuberculosis is well established. 


THERAZID is a convenient combination of “Therapas® and 
‘Pycazide’. For domiciliary treatment in particular THERAZID is 
the drug of choice. Patients complaining of gastro-intestinal upset 
and monotony of dosage of P.A.S. and isoniazid therapy will be 
happier and more co-operative on THERAZID. Available as 
powder or cachets. 


PYCAZIDE is the Smith & Nephew name for isoniazid. 
PYCAZIDE syrup (blackcurrant flavoured) is available to permit 
greater flexibility of dosage than is possible with PYCAZIDE tablets, 
and is particularly suitable in the treatment of children. One tea- 
spoonful is approximately equivalent to 20 mg. of isoniazid. 


P.A.S. and isoniazid are combined in PYCAMISAN cachets in 
five different strengths enabling “‘made to measure” dosage to be 
prescribed with the least waste of time and effort. PYCAMISAN 
cachets are practically tasteless and easy to swallow and their use 
offers distinct advantages in domiciliary treatment of tuberculosis. 


*‘PARAMISAN SODIUM’ is the sodium salt of P.A.S. 
(sodium aminosalicylate B.P.). It is recommended in the combined 
chemotherapy of all the forms of tuberculosis. It is rapidly absorbed, 
rapidly excreted, and of low toxicity. 

The cachet form of ‘PARAMISAN SODIUM’ (‘PASHETS’) 
makes oral dosage possible without any unpleasant taste in the mouth. 
Twelve cachets provide a day’s requirements of the drug. 
*“PARAMISAN SODIUM’ is also available in tablet form and 
in ampoules for local injection. 


As an alternative to isoniazid NUPASAL-213 (0-hydroxybenzal 
isonicotinyl hydrazone) may be used in cases which have already 
exhibited toxicity to isoniazid, for the toxicity of NUPASAL-213 is 
virtually nil. 


Dosages and presentations of any or all of these drugs will gladly be 
sent on request as space does not permit those details to be given in 
this advertisement. 


SMITH & NEPHEW PHARMACEUTICALS LTD - WELWYN GARDEN CITY - HERTS 
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The indication for Daprisal is 


*Daprisal’ is potent enough to be effective 
when ordinary analgesics fail. Yet 
*Daprisal’ is safe enough for routine use in 
conditions such as simple headache. 
Typical indications are : 


herpes zoster « post-influenzal malaise 
migraine « rheumatoid arthritis 


headache « trauma 
sinusitis headache + surgical pain 


‘Daprisal’ is both safe and potent. It is the analgesic of 
choice in all but the mildest or the most agonizing pain. 
Each tablet contains: ‘Dexedrine’ 5 mg.; amylobarbitone 32 mg 


(gr. 4); acetylsalicylic acid 160 mg. (gr. 24); phenacetin 160 meg 
(gr. 24). 


Daprisal defeats pain 


@) Smith Kline & French Laboratories Ltd Coldharbour Lane, London SEs 


OS:PAI? 
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the newest proven modification of PAS for safe, acceptable, convenient and 
therapeutically reliable performance in combined regimens with Isoniazid. 


B-PAS (Wander), 4-benzoylamino-2-hydroxybenzoate, first introduced by our 
Research Laboratories in 1948, is an acknowledged contribution to tubcr- 


culotherapy. 
ADVANTAGES 


CALCIUM B-PAS (Wander) is virtually insoluble. 

It provides high blood levels of extended duration. 

It is practically tasteless. 

It is well tolerated and best suited for domiciliary use. 


MULTIPLE PRESENTATION FOR COMBINED REGIMENS 


CALCIUM B-PAS (Wander) is available as such in two convenient forms: 
Powder and Cachets. Content in each form is ranged so that the daily regimen is 
simplified. The 3.5 g. Powders taken with a draught of water or milk are especially 
acceptable. For combined regimens of B-PAS and INAH, ‘B-PASINAH’ 
Powders and Cachets according to preference supply the advantage of concurrent 
therapy in readily acceptable form which practically ensures the patient's 
co-operation in carrying out instructions. 


PACKINGS 
CALCIUM B-PAS EZCEGS 


Powders: Tins of 150 and 500 x 3.5 g. envelopes 
Cachets: ,, 80 and 400x1.0g. 
Sodium B-PAS (Wander) also available in 1.5 g. Cachets 


*B-PASINAH? (B-PAS plus Isoniazid) 


Powders: Calcium B-PAS (Wander) 3.5 g. 


Tins of 150 and 400 
Cachets: Calcium B-PAS (Wander) 1 g 
Isoniazid 25 mg. 


Tins of 100 and 400 
Full Abstracts from Literature on B-PAS, also details of institutional quantities and prices sent on request. 


*“PASINAH’ Cachets of 1.5 g. Sodium PAS and 17, 25, 33 or 50 mg. Isoniazid also available. 
Tins of 100 and 500 


All Wander tuberculostatic products are obtainable from usual pharmacists or direct from 


A. WANDER LIMITED 
42 Upper Grosvenor Street, Grosvenor Square, London W.1 


CANADA: A. Wander Ltd., Peterborough, Ontario. AUSTRALIA: A. Wander Ltd., Devonport, 

Tasmania. NEW ZEALAND: A. Wander Ltd., Christchurch. INDIA: Khatau Valabhdas & Co., 

Indian Globe Chambers, Fort Street, Fort, Bombay, 1. PAKISTAN: Grahams Trading Co. 
(Pakistan) Ltd., P.O. Box. 30, Karachi. CEYLON: A Baur & Co. Ltd., Colombo. 
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Reduces the mean bleeding-time 


Adrenoxyl reduces the mean bleeding-time by decreasing the permeability and 
increasing the contractility and resistance of the capillary wall. 


A dry field at operation 


Adrenoxyl has been successful in diminishing capillary bleeding :n a wide range 
of surgical operations. It has proved particularly useful in ear, nose and throat, 
ophthalmic and plastic surgery. In plastic surgery of the face it has been reported 
that, post-operatively. there is less swelling and bruising when Adrenoxy! has 
been used. 


No side effects 


Adrenoxyl does not have any side effects or contraindications. It does not 
affect blood coagulation, blood pressure or pulse rate and does not possess any 
sympathomimetic properties. 


In medical conditions 
Adrenoxyl has been used with success in those medical conditions associated 
with capillary fragility. 


In the British Medical Journal (April 21st, 1956) a correspondent confirmed the 
value of Adrenoxyl in providing a dry field for the surgeon and in shortening the 
duration of the operation. 


Packs 


Ampoules: Boxes of 6 and boxes of 50. 
Each ampoule contains 0.75 mg. of adrenochrome 
monosemicarbazone dihydrate. 


Tablets: Tubes of 25 and bottles of 500. 
Each tablet contains 2.5 mg. of adrenochrome 
monosemicarbazone dihydrate. 


The best results are obtained when both tablets and ampoules are used. 


HORLICKS LIMITED 
Pharmaceutical Division Slough Bucks 


Literature and samples are available on request to the Medical Information Dept. 


ADRENOXYL 
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Management of congenital 
dislocation of the hip 


Child anasthetized— 
position of limbs maintained 
by assistants whilst the ortho- 
pedic surgeon applies the 
bandages; Gypsona P.O.P. 
bandages being applied over 
padding protecting bony 
prominences. 


Materials used in the construction of the 
cast illustrated here were: Nine 6” x 3 yd. 
and four 4” x 3 yd. Gypsona bandages. 


Gypsona 


2. Similar to above — 
surgeon moulding plaster 
in groin region. 
4. Completed plaster — 
anterior aspect. 


The construction of a cast for this condition calls for 
special skill by the operator and exceptionally high 
quality in the materials used, if the prognosis is to 
be favourable. 

Gypsona P.O.P. bandages have the finest grade 
plaster—re-ground and sieved to a degree not found 
in ordinary commercially available plaster of paris. 

The fast-setting plaster is firmly fixed to the cloth 
and the resultant casts give a brilliant creamy white 
and porcelain-like hard finish, thus staying cleaner 
and lasting longer than casts made from hospital- 
made bandages. 


3. Surgeon completing the plaster- 
ing of left leg and foot—anes- 
thetic discontinued. 

5. Completed plaster — posterior 
aspect. 


TRADE MARK 
PLASTER OF PARIS BANDAGES B.P.C. ‘Sn 


SMITH & NEPHEW LTD., WELWYN GARDEN CITY, HERTS. product 
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ig TETRACYCLINE BUFFERED WITH SODIUM METAPHOSPHATE 


makes the therapy more secure 


ACHROMYCIN v is an improved, oral form of AcHROmyYCcIN tetracycline— . 
eitoatiy recognised as today’s foremost self-sufficient broad 
spectrum antibiotic. ACHROMYCIN v combines ACHROMmYCcIN tetracycline 
with sodium metaphosphate to provide more rapid absorption of 
tetracycline and higher levels of the antibiotic in the blood. This is 


achieved without any increase in the daily dosage of the antibiotic. 


AcHROMYCIN v is presented in oral capsules 


containing 250 mg. AcHRromyoin tetracycline 


and 380 mg. Sodium Metaphosphate. Botties of Ss 
16, 100 and 1000 Capsules. "Regd. Trade Mark 


RECOMMENDED DOSAGE: As for ACHROMmYCIN 
1 Gm. daily for the average adult. 


LEDERLE LABORATORIES DIVISION Cyanamid oF 70, London 
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Smoothly, without a hint of friction, Ef-Cortelan with Neomycin Skin 
Lotion spreads over inflamed and infected surfaces bringing swift, soothing, 
satisfying relief in a wide range of common dermatoses. 


Suppresses Inflammation. Ef-Cortelan (hydrocortisone Glaxo) suppresses 
inflammation and exudation. By relieving itching it stops the scratching 
that is so often a cause of infection. 


Suppresses Bacteria. Neomycin, an antibiotic having a wide antibacterial 
range but low sensitizing potential, effectively counters infection. 

To these primary benefits may be added those of economy, cleanliness and ease of 
handling 


* A little of the lotion does a lot of good. 
* It does not stick, sting, stain or smell 
* The translucent squeeze bottle makes application easy and controllable. 


Glaxo EF-GORTELAN with NEOMYGIN Skin Lotion 


In 20 c.c. plastic squeeze bottles 


4lso available from Glaxo 
skin lotion (plain) ; skin ointments (non-greasy and greasy); ointment with neomycin 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX. BYRON 3434 


Makers of ALL you need for corticosteroid treatment 


- 
Smooth! di. hi | 
moothly spreading... soothing, suppressing 
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DETERMINATION OF SUCCESS AFTER MITRAL VALVOTOMY 


ROLE OF CIRCULATORY OBSTRUCTION OF THE MYOCARDIUM AND OF OTHER FACTORS 


The object of this paper is to describe the progress 
Guring two to six years of patients following mural 
valvotomy for mitral stenosis at the London Hospital. 
and to emphasize the relative importance of circulatory 
obstruction, the state of the and 
factors in determining clinical improvement after opera- 
live treatment 


mvocardadium, other 


Description of the Material and the Investigation 

One hundred patients, operated upon by Mr. Vernon 
Fhompson and Mr. Geoffrey Flavell and under the care 
of the cardiac department, were followed before. during, 
and after operation by one observer. There 
women and 29 men in the series and their ages varied 
between 17 and $5 Fifty-six patients were in 
sinus rhythm before operation and the remainder in 
atrial fibrillation. In 68 patients the width of the heart 
was less than half that of the chest, measured in 
postero-anterior radiograph, while in the remaining 3 
patients equalled or exceeded this measurement 
Significant pulmonary hypertension was present in 47 
patients. Associated valve defects, complicating 
dominant mitral stenosis, included mitral incompetence 
which was slight in 30 and considerable in 10 patients, 
aortic stenosis in 3, and aortic incompetence which was 


were ] 


years. 


a 


judged to be slight in 17 and moderate in 5. In addi- 
tion 7 patients had pulmonary incompetence from 
pulmonary hypertension. No patient with tricuspid 


stenosis or organic incompetence before operation was 
included in this series. Severe emphysema and chronic 
bronchitis were present in four patients. 

A detailed history was taken ; this not only provided 
a subjective account of the patient’s exercise tolerance 
but also afforded an opportunity of getting to know the 


patients, and their reaction to the disease, which was 
thought to be an important factor in the selection of 
patients for mitral valvotomy. In addition, in 47 
patients pre- and post-operative exercise tests were 


carried out, the patient being tested on his ability to 
climb the hospital stairs. 

Clinical examination included an electrocardiogram, 
using the standard leads and CR leads 1, 4, and 7, with 
the addition of full circumferential V leads in patients 
with doubtful right ventricular hypertrophy. Teleradio- 
grams were obtained in every patient and each patient 
was screened, special care being taken to recognize calci- 
fication of the mitral valve. Phonocardiograms were 
recorded before and after operation in 68 patients. 


BY 
PATRICK MOUNSEY,. M.D. 


Sherbrook Research Fellow, Cardiac Department. 1. 


M.R.CLP. 


Hospital 


Cardiac catheterivzahon was carmed out m 10 patrents, 


those in whom some adverse com 
plicaling lesion was present or suspected 


and was reserved for 


While in hospital awaiting mitral valvotomy, patients, 
jing those m sinus rhythm, were given full doses of 
mn Order to a raped heart rate, should 
fibnilahoen occur durmg or shortly after operation 
A A strict 
low-Salt diet was in general avowed before operation, in 
the belief that predisposed to serious electrolyte dis 
turbances during the immediate post-operative period 


prevent 


al drurette was given where indicated 


At operation a careful appraisal was made of the 
valve aperture, the state of the valve, and the degree of 
mitral incompetence, if any. Valvotomy was performed 
by fracturing the valve commissures with the finger, but 
in I2 patients the use of a Knife was found necessary 
Two types of Knife were used, that desenbed by Vernon 
Thompson (1954) and that devised by Brock. After the 
valve had been split, the resultant rehet of stenosis was 
immediately and the any mitral 
incompetence looked for 


assessed presence of 

After operation the patient was followed in the cardiac 
department, at first at three-monthly intervals and late: 
at intervals of six months to a The data thus 
obtained were analysed on the Powers Samas sorting 
machine, for in this way it was hoped that the many 
variables in the clinical picture could be more readily 
integrated 


year 


General Progress after Mitral Valvotomy 


Before discussing individual factors which may have 
been responsible for success or failure, a description ts 
given of the progress of the group of patients as a whole 
following mitral valvotomy — In addition there is a short 
account of the patients who died following operation 

General Note on Grading of Effort Tolerance.-Five 
grades of effort tolerance were recognized ; very good, 
when the patient was able to lead an almost normal life, 
indulging in active sports; good, when he could live a 
normal working hfe, avoiding strenuous exertion ; 
moderate, when activities were restricted to light house- 
hold duties in the case of a woman or to light work in 
the case of a man: poor, when the lightest duties, such 
as cooking and dusting, could be performed only with 
difficulty ; very poor, when the patient was either com- 
pletely or partially confined to bed or was in chronic 
congestive failure. 

S040 
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The overall general improvement during the first two 
vears after mitral valvotomy is shown in Table I, where 
the patient's exercise tolerance before and after opera- 
tion is compared. Whereas before operation most 
patients could only do light work, such as cooking and 
dusting in the case of the housewife or relatively light 
work in the case of a man, after operation they were 


Taste 1.—Relationship Between Pre- and Post-operative Grades 
of Effort Tolerance in 92 Patients in First and Second Years 
ifter Operation; Also in S5 Patients in Third to Fifth Years 


Pre-operative Grade 


Post 
yperative Grade 
OPEFANIVE Very Good) Good Moderate Poor Very Poor 
ivd to Sth Years (S55 Case.) 
Very pour 2 ! 
Poor ; 2 
Moderate $ 7 4 
Gc od 5 13 
Very good x 
Ist avd 2nd Years (92 Cases) 
Very poor 2 
Poor I 2 4 
Moderate 4 16 6 
Good S 27 7 
Very good 2 ; i 
Death withia 3 
months 6 2 


able to resume full duties, provided they avoided heavy 
manual exertion. Relief of other symptoms closely 
paralleled the improvement in effort tolerance. Thus 
paroxysmal nocturnal dyspnoea which was present in 
52 patients, haemoptysis which occurred in 50, and 
cardiac pain which was present on effort in 32 patients 
were completely abolished in every patient, whose effort 
tolerance was also satisfactorily improved. 

Those who were least incapacitated before operation 
obtained a higher proportion of very good and good 
results. Nevertheless, the relative improvement of some 
of the more severely handicapped was very impressive 
and the operation seemed equally worth while if it 
enabled bedridden patients to return to an ambulant 
fuller life, even though their effort tolerance remained 
relatively poor. Severe disablement before operation, 
however, did not necessarily mean that a good or even 
a very good result could not be looked for, and one 
patient, who was in congestive failure before operation 
with tight mitral stenosis, obtained a very good result, 
being able once again to follow his previous hobby of 
long country walks. 

Fifty-five patients have been followed for three to five 
years since operation. In general the initial improve- 
ment seen in the first two years was maintained in the 
third to fifth years (Table |). Fourteen patients, how- 
ever, deteriorated. No correlation was seen between 
this late deterioration and the degree of incapacity 
before operation, for those who had been most severely 
incapacitated before operation showed no greater ten- 
dency to regress than other groups. 


Patients Who Have Died Since Operation 


Four patients died within three days of operation. Cere- 
bral embolism resulting from extensive intra-atrial clot 
was the cause of death in two of them: in one, recurrent 
emboli followed after the first 24 hours, whereas in the 
other the embolus occurred at the time of operation. 
Technical accidents contributed to a fatal outcome in the 
other two patients. In one the valve was approached 
through the left common pulmonary vein because of clot 
in the atrial appendage ; the vein tore during the valvotomy 


and the patient died of Ventricular fibrillation on the opera- 
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ting table ; at necropsy she was also found to have a cere- 
bral embolus. In the other the valvotome became impacted 
in the valve orifice and severe haemorrhage resulted. 

Four patients died within the first three months. Techni- 
cal anaesthetic difficulties were probably responsible for the 
death of one, who had a second operation for post-opera- 
tive haemothorax. Associated aortic stenosis of severe 
degree caused progressive left ventricular failure in another 
patient, who was treated by mitral valvotomy alone. In the 
remaining two patients extreme rigidity of a heavily calci- 
fied valve and associated incompetence counteracted the 
functional improvement resulting from mitral valvotomy. 

Seven more patients died within the first five years ot 
operation—three with calcific mitral stenosis and incom- 
petence, three with severe emphysema and bronchitis com- 
plicating mitral stenosis, and one from cerebral embolism 
They are described below in greater detail in considering the 
influence of such lesions on progress after valvotomy. 


Role of Obstruction, the Myocardium, and Other 
Factors 


Mitral stenosis is by definition an obstructive lesion. The 
relative importance, however, of obstructive and myocardial 
factors in the development of symptoms in mitral stenosis 
has long been a matter of controversy. Sir Henry Souttar 
(1925) and Cutler and Beck (1929), in their pioneer work in 
the surgical treatment of mitral stenosis, believed that the 
obstruction at the mitral valve was of dominant importance ; 
others, including Sir Thomas Lewis (1946), held that cardiac 
enlargement and the cardiac reserve were the most impor- 
tant factors. Although since the era of mitral valvotomy 
the importance of obstruction at the mitral valve is no 
longer questioned (Baker ef al., 1950), there remained to be 
decided the relative importance of the state of the myo- 
cardium (Harvey ef al., 1955) and of general factors, in- 
cluding age and rhythm, and of pulmonary hypertension, 
which is an additional obstructive factor. It is now pro- 
posed to describe each of these, to consider their influence 
on clinical improvement after mitral valvotomy, and to try 
to assess their relative importance. 

The obstructive effects which are considered are the degree 
of mitral stenosis, the increased functional stenosis pro- 
duced by rigidity of a heavily calcified mitral valve. the 
presence of associated aortic stenosis, and the presence of 
complicating pulmonary hypertension. 


Degree of Mitral Stenosis 


In the assessment of the degree of stenosis the most reli- 
able clinical guide was found to be the amount of breath- 
lessness on effort, although auscultatory and radiological 


signs provided valuable confirmatory evidence. Effort 
| 
MiTRAL STENOSIS (PURE) 
STENOSIS INCOMPETENCE 
j 
EFFORT © STENOSIS (COMPLICATED) | 
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MITRAL VALVE DIAMETER (LENGTH) 
Fic. 1.—Correlation of the pre-operative effort tolerance with the 


length of the mitral valve diameter as estimated by the surgeon 
at operation (96 patients). 
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tolerance was assessed on a careful history, and a simple 
exercise test helped to distinguish functional from organic 
dyspnoea in nervous patients. The relationship between the 
long diameter of the mitral valve estimated at valvotomy 
and the effort tolerance is shown in Fig. 1. 

In patients with pure mitral stenosis a definite correlation 
was found between the grade of exercise tolerance and the 
size of the mitral valve orifice. It will be seen that most 
of the patients with a poor or very poor exercise tolerance 
were found to have a mitral valve whose long diameter was 
between 0.75 and 1 cm. In seven patients, on the other 
hand, in whom rigid calcific stenosis with complicating in- 
competence was present, a more severe degree of breath- 
lessness was met in relation to the length of the diameter of 
the mitral valve, for the measurement gave no index of the 
amount of functional stenosis from immobility of the valve 
cusps nor of the amount of incompetence. In the remaining 
12 patients, complicating lesions were present which contri- 
buted to their breathlessness, and these included aortic 
stenosis, aortic incompetence of moderate degree, emphy- 
sema, and bronchitis and functional dyspnoea. No direct 
relationship, therefore, existed in this group between the 
degree of breathlessness and the size of the mitral valve. 

In this selected series the heart sounds and murmurs were 
found to give qualitative rather than quantitative informa- 
tion about the state of the mitral valve, and detailed estima- 
tion of their characteristics and timing in the phonocardio- 
gram did not afford accurate information about the size of 
the mitral valve orifice. 

Radiological evidence of hilar clouding and of inter- 
lobular lines (Kerley, 1933; Short, 1955) provided con- 
firmatory evidence of significant stenosis, but in this series 
were not found to correlate directly with the valve size at 
operation. 

Neither the volume of the pulse nor the level of the 
blood pressure was found to be a reliable indication of the 
degree of mitral stenosis, although in general the pulse was 
small and the systemic pressure low or normal in the pre- 
sence of ‘ight stenosis. 

In assessing the degree of splitting and surgical enlarge- 
ment of the mitral valve, the subjective nature of the im- 
pressions of the operator makes it difficult to compare directly 
the findings of one operator with those of another. In this 
connexion, therefore, only the findings in the 60 patients 
operated upon by one surgeon (V.C.T.) are discussed. 
The size of the mitral valve orifice pre-operatively was not 
tound to influence the ultimate size obtained by valvotomy. 
The amount of valvular distortion, however, including 
shortening of the chordae tendineae, fusion of the musculi 
papillares to the valve cusps, and of calcification of the 
valve, must predetermine to a large extent the success ob- 
tainable by valvotomy. Surgical technique, on the other 
hand, and in particular the degree of splitting aimed at, 
varied during this series, and, whereas enlargement of the 
valve to a length of 2 cm. was considered adequate initially, 
later every effort was made to attain a length of at least 
2.5 to 3 cm. For this reason a knife was used more fre- 
quently in the later patients in this series. 

During the first two years after valvotomy patients 
appeared to do equally well, irrespective of the amount of 
enlargement of the orifice obtained at valvotomy. The 
initial improvement, however, was not maintained in those 
patients whose valve had been less fully split, in the third, 
fourth, and fifth years after operation (Table II) (Baker 
et al., 1955). It is probable that there is a critical size of 
the mitral valve orifice, when the length is about 1 cm., 
and below this a marked increase in the left atrial pressure 
results and symptoms develop. Even a small increase in 
size of the valve above this critical measurement will relieve 
symptoms by reducing left atrial pressure. The deteriora- 
tion seen in the group with an incomplete valvotomy pro- 
bably indicated some re-stenosis, whether from refusion of 
the commissures or from increasing rigidity of the valve 
due to fibrosis or calcification. It is possible that the same 
process may have taken place in some of those in whom 
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Taste Il.—Correlation of Length of Mitral Valve Diameter 
Achieved After Valvotomy With the Post-operative Grade 
of Effort Tolerance in Short- and Long-term Follow-up 
Periods. 33 Patients Operated Upon by One Surgeon 
(V.C.T.) and Followed for at Least Three Years After 
Operation 


Length of Mitral Valve After Valvotomy 


Post-eperative | (cm.) 
1-5 2 25 «4 3 35 
3rd to Sth Years 
Poor | 2 : 
Moderate 1 a 2 
Good | 6 7 1 
Very good | 3 2 2 


ist and 2nd Years 


Very poor 


Poor 3 

Moderate ! 2 2 

Good .. 7 | 1 1 
Very good 6 2 2 


a more complete valvotomy was obtained and who have 
remained symptomatically well, the valve orifice being still 
above the critical measurement. Apart from one patient 
with a heavily calcified mitral valve, with some complicating 
incompetence, no patient whose mitral valve had been en- 
larged to a length of 2.5 cm. or more deteriorated during 
the first three to five years after operation. 

Two patients treated by a second valvotomy had deteri- 
orated after initial conspicuous success following the first 
valvotomy. One had the second operation four years after the 
first, and a good split of the anterolateral commissure was ob- 
tained. Once again the patient was greatly benefited, and, 
although in pulmonary oedema before operation, was able 
to return to a normal quiet life. The second patient had 
a second valvotomy two years after the first operation and 
was again improved. The repeated improvement following 
two valvotomies in these patients suggested that obstruction 
at the mitral valve contributed materially to their symptoms, 
although each in addition had severe pulmonary hyper- 
tension, which was an additional cause of breathlessness. 


Calcification and Rigidity of Mitral Valve 

Calcification of the mitral valve, when extensive, could 
always be recognized on screening or on a_ penetrating 
radiograph, but lesser degrees could only be diagnosed on 
palpation of the  yoor 
valve at operation. parents CALCIFICATION OF 
Auscultation added MITRAL VALVE 
further confirma- wone 
tory evidence of 
the extent of the @ extensive 
calcification, a soft 
or absent opening 
snap and soft or eo; 
normal first heart 
sound being re- 30 J 
lated to extensive 
calcification of the 20 | 
valve, as estimated 
at operation (Fig. 10 
2). 

Extensive calci- 
fication was com- 
moner in men in 
this series, 12 of 
the 29 men show- 
ing it, but only & FIRST SOUND OPENING SNAP 
of the 71 women. F!G._2.—Correlation of the loudness of 
Calcification on the first heart sound and of the opening 

’ snap with calcification of the mitral valve 
the other hand, as estimated at operation (100 patients). 
was not related 
to the length of valve diameter, the age of the patient, a 
history of rheumatic fever, or the duration of symptoms. 

Mitral incompetence of considerable degree was a more 
frequent complication of dominant stenosis where extensive 
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calcification was present (Fig. 3) (Wood, 1954; Belcher, 
1956). There were seven patients with calcific, stenotic, 
and incompetent valves. In the three patients in this group 
who have come to necropsy it was seen that incompetence 
resulted from irregularity of the margins of the heavily calci- 


NO OF fied cusps, which 
could not there- 
fore close during 

al ventricular systole 

| (Fig. 4). It was not 
due to shortening 

30 and retraction of 

ERYENSive “cusps, as in 

isolated mitral in- 
competence, and 

in only one of the 


three patients was 
i the incompetence 

of sufficient degree 

to give rise to left 
ventricular hyper- 
MITRAL INCOMPETENCE trophy. All these 

Fic. 3.—Correlation of mitral incompei- patients had an 


ence estimated at operation with calcifi- 
- apical ansystolic 
cation of the mitral valve (100 patients) P P < 


SLIGHT CON S'DERABLE 


murmur, which 
proved to be the only reliable sign of mitral incompetence 
complicating dominant stenosis in this series (Mounsey and 
Brigden, 1954) 

A minor degree of calcification was not found to be an 
adverse factor after mitral valvotomy. In fact, splitting 
of the valve was sometimes easier when it was brittle from 
calcification than when it was tough from fibrosis. 

In patients with extensive calcification, rigidity of the 
valve cusps prevented the full separation in diastole which 
freeing of the commissure at valvotomy would otherwise 
have allowed, stenosis being due as much to the rigidity of 


Fic. 4.—Calcific mitral stenosis with considerable incompetence 
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the cusps as to their fusion (Sellors et al., 1953). The long- 
term results of operation in this group have been poor, 
although some patients obtained considerable temporary 
improvement for one or two years (Table II}. Those with 


Taste I1l.—Correlation of Extensive Calcification of Mitral 
Valve With the Post-operative Grade of Effort Tolerance in 
Short- and Long-term Follow-up Periods 


| Calcification 
Post-operative Grade 
None or Slight Extensive 


3rd to Sth Years ($5 Cases) 


Very poor 3 
Poor 3 2 
Moderate it 
Good j 19 | 3 
Very good 8 | - 
Ist and 2nd Years (92 Cases) 

Very poor | 
4 3 
Good M s 
Very good 14 1 
3 moaths 6 2 

Death within < 2 years } 1 2 
S years | 3 


complicating mitral incompetence had the worst results, 
and five of the seven patients with this combined lesion 
have now died in congestive heart failure, two within the 
first three months, one within two years, and two within four 
years of operation. In one of these patients a second val- 
votomy effected a second period of temporary improvement, 
which was again followed by deterioration a year and a 
half later. At necropsy the valve orifice was seen to be 
3 cm. in length and crescentic in shape, but the cusps were 
so rigid, especially the anterior, that no effective opening or 
closure cf the valve could take place and extreme functional 
stenosis as well as moderate incompe- 
tence was present. Of the 13 patients 
with a heavily calcified mitral valve 
but no incompetence, four have main- 
tained their original degree of im- 
provement. a further seven patients 
have deteriorated, and two died 
within three years of the operation, 
death being due mainly to emphy- 
sema and bronchitis, which compli- 
cated mitral and aortic valve disease 


Aortic Stenosis 


Severe aortic stenosis complicating 
mitral stenosis is generally accepted 
as a contraindication to mitral valv- 
otomy, unless a simultaneous aortic 
valvotomy is considered (Turner and 
Frazer, 1956). Relief of the obstruc- 
tion at the mitral valve causes in- 
creased filling of the hypertrophied 
left ventricle ; the ventricle is unable 
to increase its output through the 
stenosed aortic valve, and conse- 
quently fails. 

Three patients in this series had 
aortic stenosis in addition to tight 
mitral stenosis. In two it was of 
only moderate degree and only slight 
left ventricular hypertrophy was 
found at necropsy, both patients 
dying from other lesions—cerebral 
embolus in one and emphysema and 
bronchitis in the other. 

Clinically the lesion presented as 
aortic incompetence rather than 
Ss stenosis, since the basal systolic maur- 
A=Semilunar defici- mur was soft, owing to the low stroke- 


ency in margin of posterior valve cusp, through which incompetence arose. B= Grossly output from associated tight mitral 
thickened and calcified valve cusps, seen in cross-section Left atrium. D=Left 
ventricle. 


stenosis. 
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One patient had severe aortic stenosis in addition to mitral 
Stenosis, with evidence of left ventricular preponderance in 
the electrocardiogram. After successful mitral valvctomy 
she went into progressive left ventricular failure and died 
Six weeks after operation. Necropsy confirmed the pre- 
sence of severe aortic stenosis in addition to mitral stenosis. 


Pulmonary Hypertension 

_ The presence of pulmonary hypertension was assessed 
in this series on clinical, electrocardiographic, and radio- 
logical evidence. Cardiac catherization was also carried 
out in 10 patients. Forty-one patients had severe pulmonary 
hypertension, judged by a parasternal tap and heave, a loud 
pulmonary component of the second sound, right ventri- 
cular preponderance in the electrocardiogram, with a dom- 
inant R wave and T wave inversion in right chest leads, 
radiographic evidence of great enlargement of the pul- 
monary artery, and in 16 patients a sound in early systole 
(Leatham and Vogelpoel, 1954). A _ further six patients 
were thought to have pulmonary hypertension, because of 
their clinical signs and the great enlargement of the pulmon- 
ary artery, although the electrocardiogram showed only 
early right ventricular preponderance. In the remaining 
53 patients the resting pulmonary arterial pressure was 
judged to be normal or only moderately raised. 

Pulmonary hypertension was met with in this series only 
in the presence of severe mitral valve disease, either tight 
mitral stenosis or calcific stenosis with incompetence. Nor- 
mal resting pulmonary arterial pressures, however, were 
also met with in the presence of stenosis of equal severity. 

In comparing the post-operative course of patients with 
and without pulmonary hypertension, allowance was made 
for other variables, including the amount of splitting of the 
valve at operation, the presence of calcific mitral stenosis 
with incompetence, aortic valve disease, and severe emphy- 
sema and bronchitis, where this appeared to be an indepen- 
dent disease. When due allowance was made for these, which 
accounted for most instances of deterioration and death in 
the pulmonary hypertensive group, there appeared to be 
little difference in clinical improvement between those with 
and without pulmonary hypertension during the first two to 
five years after operation (Table IV). The signs of pulmon- 
ary hypertension persisted after operation in all patients, 


Taste IV.—Correlation of Pulmonary Hypertension With the 
Post-operative Grade of Effort Tolerance in Short- and Long- 
term Follow-up Periods. Of the Five Patients with Pulmon- 
ary Hypertension Dying more than Three Months After 
Operation None had Simple Mitral Stenosis, Three Having 
Calcific Stenosis with Incompetence and Two Severe Emphy- 
sema and Bronchitis : 


| Normal or Slightly | Pu 
Post-operative Grade | Raised Resting | Imonary 
Pressure Hypertension 
3rd to Sth Years (55 Cases) 
Very poor 1 | 3* 
Moderate 9 7 
Good 12 i0 
Very good - wail 4 i 4 
ist and 2nd Years (92 Cases) 
Very poor 7 2 | — 
Poor ~~ i | 6 
Moderate | 16 10 
Good a 24 | 18 
Very good 7 | 8 
(3 months .. 3 
Death within <2 years «i 2 i 
to years a 


* Of these 7 patients, | had emphysema and bronch#is, 3 had heavily 
calcified mitral valves, and | had derable aortic i P ec. 


although in 13 the electrocardiogram suggested that this was 
of diminishing severity, which was confirmed by modification 
in the clinical signs. No patient developed right heart failure 
with oedema from pulmonary hypertension after successful 
valvotomy, although six had been in gross congestive failure 
before operation. 


Role of the Myocardium 


In attempting to determine the role of the ventricular 
myocardium in clinical improvement after mitral valvotomy 
two main factors will be considered: first, the possibility 
of active rheumatic carditis ; and, secondly, enlargement and 
failure of the right ventricle in response to circulatory 
obstruction. 

It is unlikely that active rheumatic carditis played any 
part in determining the post-operative course of the patients 
in this series. In only two patients was there clinical evid- 
ence of rheumatic fever immediately before the operation, 
and both have done outstandingly well since valvotomy, 
which was undertaken as soon as rheumatic activity had 
subsided. No patient has had a recurrence of rheumatic 
fever since operation. It should be emphasized, however, 
that only three patients between the ages of 17 and 20 and 
six between the ages of 21 and 25 were included in the 
series, and that, if younger patients were submitted to val- 
votomy, the possibility of active rheumatic carditis might 
play a part in determining their post-operative progress. 

Left atrial biopsies were taken from 69 patients at val- 
votomy, but, in these, no correlation was seen between histo- 
logical evidence of round-cell infiltration or Aschoff's 
nodules and the post-operative course of the patients. 
Forty-two patients were shown to have round-cell infiltra- 
tion in the atrial wall, involving especially the subendo- 
cardium, and in five Aschoff’s nodules were also present. 
None of these patients, however, had clinical signs of 
rheumatic activity and the erythrocyte sedimentation rate 
was normal in every case. The exact significance of these 
histological findings therefore remains in doubt. 

Generalized cardiac enlargement affords an_ indication 
of the reaction of the right ventricle to circulatory obstruc- 
tion. The generalized enlargement in mitral stenosis in the 
postero-anterior view is due primarily to right ventricular 
and right atrial enlargement. No patient with great 
enlargement of the heart or with a giant left atrium was 
included in the series. The best overall results from val- 
votomy were obtained in patients with smaller hearts. Good 
results, however, were also seen in patients with larger 
hearts, although only one patient with considerable en- 
largement achieved the best grade of post-operative re- 
sult, and she was under 21 at the time of operation 
(Table V). 
~ Tt is convenient to consider the associated effects of atrial 
fibrillation and the patient's age when discussing cardiac 
enlargement in relation to post-operative progress. Atrial 


Taste V.—Correlation of Cardiac Enlargement with the Post- 
operative Grade of Effort Tolerance in First and Second 
Years After Operation 


Generalized Cardiac Enlargement 


Post-operative Grade 


| Slight Moderate Considerable 
Very poor | 
Poor 5 
Moderate x 9 
j i4 18 10 
Very good we 6 | 
Death within 3 months .. 2 6 


Taste VI.—Correlation of Age of Patient with the Post-operative 
Grade of Effort Tolerance in First and Second Years After 


Operation 

Post- Age in Years 
operative 

Gra | 2 | | | | 86 
Very poor — | 1 | 1 

Verygood| i | 3 | 5 
Death | | 
within 3 
months 


| 
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Correlation of Pre-operative Rhythm With the Post- 
Tolerance in First and Second 


Taste VII 
operative Grade of Effort 
Years After Operation 


Post Sinus | Long-standing Recent 
operat 
perative Rhythm Ata Arial 
Grade Fior lation Fib.i.lation 
Very poor 
Poor 2 4 I 
Moderate 13 10 j 3 
Crood 27 
Very good 12 2 1 
Death within 
months 2 6 


fibrillation before operation was almost confined to patients 


over the age of 30. It was more often associated with 
larger hearts, half the patients who were fibrillating 
having considerable cardiac enlargement, compared with 


less than a fifth of the patients in sinus rhythm. In 
Tables VI and VII and in Fig. 5 the interrelationship be- 
tween age, heart size, and pre-operative cardiac rhythm and 
its effect on post-operative progress is shown. It will be 
seen that the group of patients with small hearts under the 
age of 35 and in sinus rhythm formed the great majority 
of those obtaining a very good result from valvotomy, both 


postoperative UNDER 35 OVER 35 
"GRADE SINUS RHYTHM FIBRILLATION 
———— SMALL HEART LARGER HEART 
DEATH 
VERY POOR ee 
POOR ee 
MODERATE a8 
VERY GOOD 
DEATH 
vERY POOR . . 
POOR 
MODERATE 
6000 3333 @ 
VERY GOOD i vEARs 
Fic. S.—1Interrelationship between age, pre-operative rhythnf, 


heart size, and post-operative grade of effort tolerance, in short- 
and long-term follow-up periods 


in the short- and long-term follow-up periods (Evans, 1956). 
Good results, however, were none the less obtained in older 
patients with larger hearts and in atrial fibrillation. The 
better results in the younger age group reflect in part the 
greater exercise tolerance which would be expected in nor- 
mal subjects of this age, whereas the poorer results in the 
older age group suggest that the length of time during which 
rheumatic disease had been present affects the final outcome. 
As might be expected, very good results, in which the 
patient was able to indulge in sports, were rare among 
patients who were in atrial fibrillation, for their heart rate 
1s Often unstable on exercise, even with adequate digitaliza- 
tion, 

Post-operative atrial fibrillation, coming on within the 
first fortnight of operation, occurred in 25 patients. In 14 
no attempt was made to restore sinus rhythm with quinidine, 
and fibrillation persisted. Of the remaining 11, quinidine 
was used successfully to restore sinus rhythm in nine and 
two reverted spontaneously. The rhythm of this group of 
Il patients has on the whole proved unstable (Goodwin 
et al., 1955) and only six have remained in sinus rhythm in 
the longer-term follow-up period. In only one patient fibril- 
lating before operation was an attempt made to restore sinus 
rhythm after operation, and this was unsuccessful. 
attacks of right heart failure with oedema 
In 14 of 
hypertension appeared to be the 


Recurrent 
eccurred in 22 of the patients before operation. 
these severe pulmonary 
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precipitating cause, but in the remaining eight patients 
electrocardiographic and clinical signs did not suggest that 
this was the dominant lesion. As a group, patients with 
a history of recurrent attacks of right heart failure did less 
well after mitral valvotomy than the remaining patients, 
who had never been in failure or had had one episode of 
failure only, but considerable benefit was none the less ob- 
tained in many individual patients (Table VIII), Only two 


Taste VIII.—Correlation of Recurrent Right Heart Failure With 
the Post-operative Grade of Effort Tolerance in First and 
Second Years After Operation 


Recurrent R.H.F 


Post-operative Grade No R.H.F. or Once Only 


Very poor 2 
Poor ? 
Moderate 17 
Good % 6 
Very good 
Death within 3 months 6 2 


remained in right heart failure after operation, in each of 
whom some complicating lesion was present—calcific mitral 
stenosis in one, and severe tricuspid incompetence develop- 
ing after operation in the other 


Other Factors Determining Success After Mitral 
Valvotomy 


A functional overlay to organic symptoms was seen in 
six patients before operation. In general this consisted in 
exaggerating their disability or drawing attention to real 
incapacity in such a way as to attract attention to themselves 
and thus remain the centre of interest and attention in the 
home, Two of these patients were found to have only 
moderate mitral stenosis at operation, from which the physi- 
cal disability cannot have been great. It is significant that in 
five patients the functional symptoms became temporarily 
worse after the operation, and in two hallucinations and 
delusions developed in the immediate post-operative period. 
In only one did functional symptoms improve after 
operation 

A history of recurrent bronchitis was given by 71 patients. 
In 67 of these bronchitis was thought to be a secondary 
manifestation of mitral stenosis, the high pulmonary venous 
pressure dilating pulmono-bronchial venous anastomoses, 
and these in turn giving rise to congestion in the bronchial 
mucosa and predisposing to bronchial infection. In four 
patients, however, all of whom were men over the age 
of 30, severe emphysema was present in addition to chronic 
bronchitis, and in these the chest disease was thought to 
be an independent primary lesion. Bronchitis was usually 
worse in the winter, but many of the patients described 
themselves as “ chesty” all the year round. Bronchospasm 
was a prominent symptom in many, and 14 noticed puru- 
lent sputum during bad attacks of bronchitis. , Bronchitis 
was commoner in patients with pulmonary hypertension, 
being present in 40 out of 47 patients. 

After successful mitral valvotomy, 29 patients with second- 
ary bronchitis noticed a marked improvement in the fre- 
quency and severity of attacks of bronchitis, and in 12 these 
ceased altogether. In the long-term follow-up period, how- 
ever, bronchitis returned in six of the patients and developed 
for the first time in 17; these patients have lost much time 
off work, especially during the winter, and their breathing 
has remained embarrassed by bronchospasm most of the 
year round. In the four male patients with severe emphy- 
sema the symptoms of bronchitis were completely unre- 
lieved by valvotomy : three have now died, and in each the 
respiratory disease was the major cause of death. 

Cerebral embolism occurred in three of the four patients 
dying at or immediately after the operation. In two calcifi- 
cation in the wall of the left atrium had been seen in the 
radiograph and in all three thrombosis within the left atrium 
was extensive. Although temporary carotid occlusion with 
tapes and digital pressure may lessen the danger of this 
catastrophe, it cannot completely remove it, and where 


10, 1957 
thrombosis in the left atrium is found to be extensive an 
open method of operation with interruption of the circula- 
tion will probably prove more successful. 

A history of recent systemic embolism, on the other hand, 
is sometimes an indication for mitral valvotomy, provided 
extensive atrial clot is not present, since valvotomy 
diminishes stasis in the left atrium and thus helps to pre- 
vent clot formation. Of 10 such patients in this series, in 
only five of whom intra-atrial clot was found at operation, 
only one had a recurrence of systemic embolism after 
valvotomy. 

In three patients without atrial clot at operation, systemic 
embolism occurred for the first time in the immediate post- 
operative period, possibly from detachment of a small 
thrombus at the site of incision or of a piece of calcium 
from the mitral valve in one of them. The arteries affected 
were the posterior inferior cerebellar, a branch of the retinal, 
and the popliteal in the third ; all three patients have made 
good functional recovery in the area involved. 

Valvular incompetence seldom played an important part 
in influencing post-operative progress in this selected series 
of patients with dominant mitral stenosis. Although some 
mitral incompetence was judged to be present at operation in 
40 patients, it was only of slight degree in 30 of these, and 
appeared to detract from the success of the operation in only 
the seven patients whose mitral valve was heavily calcified. 
Mitral incompetence created during splitting of the valve 
commissures was felt by the surgeon in four patients and 
confirmed by the development of an apical pansystolic mur- 
mur ; the incompetence was slight in all and has not affected 
post-operative progress. Aortic incompetence, which was 
slight in 17 and moderate in five patients, was never accom- 
panied by left ventricular preponderance in the electro- 
cardiogram. In only one patient, who also had pulmonary 
hypertension (Table IV), did aortic incompetence appear to 
modify the success of mitral valvotomy, the signs of incom- 
petence becoming more marked after operation. 

Tricuspid incompetence developed for the first time after 
operation in six patients. All except one have remained well 
in spite of this complication, reporting a marked improve- 
ment in their breathing since valvotomy ; in the remaining 
patient the tricuspid incompetence has been of sufficient 
degree to cause gross oedema and symptoms of a low 
cardiac output. Four of the patients did not show this com- 
plication until their first attendance in the out-patient de- 
partment after valvotomy, but the other two developed signs 
of tricuspid incompetence during the second week after 
operation. None had pulmonary hypertension, and hence 
right heart failure secondary to this was not the explanation 
of the incompetence. All had fibrillation after operation, 
although three had been in sinus rhythm pre-operatively. 
There was no evidence of active rheumatic carditis in this 
group of patients at the time of operation. One developed 
a pericardial and pleural effusion with pain, pyrexia, and a 
raised erythrocyte sedimentation rate in the immediate post- 
operative period—-a syndrome which was met with in 21 
other patients in this series and which was thought to be 
a simple post-operative pericardial effusion (Papp and Zion, 
1956). 

In each case valvotomy was successful and no special 
difficulty was encountered in splitting the commissures of the 
valve, 

A possible explanation of the syndrome of post-operative 
tricuspid incompetence without right heart failure is old 
rheumatic scarring of the tricuspid valve, which becomes 
incompetent when the right ventricle is called on to increase 
its output after removal of the obstruction at the mitral 
valve. The prognosis appears generally to be good, and 
patients have not been unduly troubled by the slight ankle 
oedema which has been present in some of them. 


Summary and Conclusions 
The progress of 100 patients during two to six years 
after mitral valvotomy has been examined and an 
attempt made to assess the relative importance of circu- 
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latory obstruction, the state of the myocardium, and 
other factors in Vetermining clinical improvement. 

Success after mitral valvotomy, maintained in the 
long-term follow-up period, was related to the degree 
of surgical success in removing obstruction to blood 
flow through the mitral valve. A short-term remission 
of symptoms was often obtained in patients in whom 
only a small amount of enlargement of the valve had 
been effected, but in the third and fourth years many of 
these patients began to deteriorate. 

Calcification of the mitral valve, when extensive, pre- 
sents an added obstructive factor in mitral stenosis, the 
stenosis being due as much to rigidity of the cusps as 
to fusion of their commissures. In the long-term follow- 
up period most of these patients have had disappointing 
results, and this was especially so in patients in whom 
extensive calcification of the stenosed valve was asso- 
ciated with moderate incompetence. 

Associated aortic stenosis of severe degree was present 
in one patient treated by mitral valvotomy alone. Relief 
of circulatory obstruction at the mitral valve precipitated 
left ventricular failure and death. Special care should 
therefore be given to the recognition of this lesion, the 
physical signs of which may be partly masked by the 
associated mitral stenosis. 

Pulmonary hypertension presents another form of 
obstruction to the circulation in mitral stenosis. During 
the two to six years over which patients have so far 
been observed since operation, the clinical improvement 
of those with and without pulmonary hypertension has 
differed little when allowance has been made for other 
causes of deterioration. Although a proportion have 
shown electrocardiographic evidence of regression of 
hypertension, in none has the electrocardiogram returned 
to normal. 

With regard to the myocardium, acute rheumatic 
carditis has not been seen in any of the patients after 
operation, and it is therefore unlikely that active rheum- 
atism played any part in influencing the response of the 
myocardium to circulatory obstruction. 

The degree of cardiac enlargement is one index of the 
state of the myocardium. The best results after valvo- 
tomy were seen in patients with smaller hearts, especially 
where they were young and in sinus rhythm.  Satis- 
factory progress, on the other hand, was often seen in 
older patients in atrial fibrillation and with larger hearts. 

Recurrent right heart failure suggests considerable 
myocardial damage, and such patients did less well after 
valvotomy when considered as a group, although some 
individual patients were improved. 

Certain specific factors affected the outcome of 
surgical treatment directly. A functional reaction to the 
pre-operative symptoms usually tended to hinder and 
delay improvement. Bronchitis, although often alle- 
viated by successful valvotomy, has tended to recur in 
some patients in the long-term follow-up period. Where 
severe emphysema was present in addition to bronchitis, 
patients have followed a uniformly downhill course. 

Mitral valvotomy in the presence of massive intra- 
atrial thrombosis was followed by fatal cerebral 
embolism in three patients, in two of whom calcification 
in the wall of the left atrium was seen in the radiograph : 
such patients probably require open operation. A recent 
history of systemic emboli was considered an indication 
for valvotomy, since removal of obstruction to the 
circulation diminishes the likelihood of clot formation, 
and in only one of 10 such patients did embolism recur 
after valvotomy. 
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Associated mitral incompetence did not appear to 
influence post-operative progress in this series, except in 
the presence of a heavily calcified mitral valve. With 
one exception aortic incompetence was not of sufficient 
degree to modify the success of the operation. Tricuspid 
incompetence developed for the first time after operation 
in six patients ; except in one case, it did not seriously 
detract from clinical improvement. 

In conclusion, relief of circulatory obstruction at the 
mitral valve has been shown to be a dominant factor in 
determining clinical improvement after mitral valvotomy, 
but enlargement and failure of the right heart consequent 
on this obstruction, and other factors, including parti- 
cularly intercurrent emphysema and bronchitis, affect 
adversely the degree of success achieved by surgical 
treatment of mitral stenosis. 
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ment, and advice in the preparation of this paper; Professor 
Dorothy Russell and her staff for the morbid anatomical findings ; 
Mr. John Knight for his patient assistance with mechanical sort- 
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A survey of the dental condition of 5-year-old children 
attending London County Council day schools in 1955 
was made in continuation of a series begun in 1929 at 
the request of the Board of Education, and from 1943 
until 1951 carried out at two-yearly intervals. As it 
proved impossible to undertake one in 1953, the latest 
survey was made only after an interval of four years. 
References to papers on the earlier work are given at 
the end of this report. 

The schools were scattered throughout the Metro- 
politan area, and those visited in 1929 were, so far as 
possible, used for the succeeding surveys. The same 
probe-and-mirror methods of examination and the same 
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criteria for structure and caries were employed in all 
cases. These were developed by one of the authors 
(Mellanby, 1934), who took a prominent part in all the 
inspections. 

A tooth was said to be hypoplasia-free (Hy,) when its 
surface was smooth and shiny. Any roughness was 
graded according to type and degree, differentiation 
being made between gross hypoplasia (G-Hy) and M- 
hypoplasia (M-Hy) (King, 1940). The gross type, which 
is found in relatively few teeth, is the only one recog- 
nized by some dental surgeons ; M-hypoplasia, on the 
other hand, is found in the majority of teeth. A tooth 
was regarded as caries-free when no disease could be 
diagnosed by the method of examination employed, and 
a child was considered to be free from caries only if all 
its teeth (with the exception of the few naturally shed 
incisors) conformed to this standard. Any history or 
evidence of extractions or fillings automatically barred 
it from this category. When the earliest inspections 
were made in 1929, very few of the children were free 
from dental disease, and it was decided by the Board of 
Education (1931), which was responsible for publishing 
the results, to bracket with such children any who had 
up to three teeth which were carious to a very slight 
degree. Even with this addition, however, only 4.7% 
could be brought into the so-called caries-free category, 
now referred to as “ caries-free and almost caries-free,” 
a classification which has been perpetuated for the other 
years in order to make comparison with the 1929 find- 
ings possible 

In presenting the results of the various investigations, 
the surface structure of the teeth is expressed both as the 
percentage incidence of the different grades of hypo- 
plasia and as the average hypoplasia figure (A.H.F.). 
The latter, which relates only to M-hypoplasia and gives 
a rough computation of the extent of this type of defect, 
is obtained by allotting a number to every tooth in each 
grade (1 for M-Hy,, 2 for M-Hy,, and 3 for M-Hy,) 
and dividing the sum of the numbers—that is, the total 
M-hypoplasia figure for any group—by the number of 
teeth in the group, excluding those showing gross hypo- 
plasia. Caries is expressed as a percentage incidence and 
as the average caries figure (A.C.F.), which is estimated 
in a similar way to the A.H.F. The numbers 1, 2, and 3 
are allotted to the carious teeth according to their grad- . 
ing, and the total caries figure is divided by the number 
of teeth in the group. For both A.H.F. and A.C.F. the 
maximum possible value is 3 ; therefore the greater the 
number of teeth with the more severe grades of M-hypo- 
plasia and caries, the nearer the figures approach to this 
number. 


1955 Survey 


In this survey the teeth of 1,205 children were inspected. 
The tables of results are self-explanatory and need little 
comment. 


Surface Structure 

The 21,627 teeth which it was possible to examine for 
surface texture, amounting to about 90%, of the full com- 
plement, were graded according to type and degree of rough- 
ness. The remainder, which could not be graded, consisted 
of shed incisors, extracted teeth (mainly molars), and teeth 
which were too carious or too extensively filled for an esti- 
mation of their structure to be made. 

In Table I are shown the incidence and extent of M- 
hypoplasia and the incidence of G-hypoplasia in each type 
of tooth and in all types taken together. The “ pattern” 
approximates to that found in the previous surveys of the 
series and in others made in residential homes (institutions) 
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and private schools. The best structure occurs in the lower 
incisors (only 15.6%, of the centrals and 22.0%, of the laterals 
showing any degree of M-hypoplasia) and the worst in the 
molars, particularly the upper second (89.7% with M-hypo- 
plasia). The upper incisors, especially the centrals, are 
much more hypoplastic than the lower: It must again be 
emphasized that there is altogether a much greater incidence 
of M-hypoplasia than of gross—59.1% compared with 3.1%. 


Caries 


Incidence and Extent.—Details of caries incidence and 
extent in 1955 are given in Table II, and again the “ pattern ” 
for each type of tooth and for all types together resembles 
that found in previous years. Teeth extracted because of 
caries are included in the severe caries group (Cs), although 
there is no evidence that they were all necessarily in this 
category ; the total percentage of carious teeth is therefore 
equivalent to the D.M.F. figure per 100 teeth. Least caries, 
as well as least M-hypoplasia, occurs in the lower incisors 
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in the molars. There is considerably less disease in the upper 
first molars (41.7% carious) than in the others; the most 
affected are the lower second molars (70.2% carious), in 
spite of the fact that these teeth are the last to erupt. 
According to the above-mentioned standards, 15.5% of the 
children examined were caries-free and 21.2% “ caries-free 
and almost caries-free ” (see Fig. 1). 

Superficial Staining of Teeth.—In 1955, as in our previous 
surveys, children who had black or dark-brown superficial 
stains on some, at least, of their teeth had, in general, a lower 
incidence of caries (20.2°.) than children with no stains 
(29.1°.), and much less than those with green stains (39.2%) 
(see Table VII). 

Treatment and Natural Arrest of Caries.—There had been 
an appreciable amount of treatment prior to the inspection 
of the children, 16.7°. having been filled and 11.1% extracted 
(see Table VIII). On the other hand, 15.0% of the carious 
teeth observed showed natural arrest. As recorded in these 
surveys, arrest is not necessarily the final, typical condition 


(5.2-5.3".,), and most, as is also the case with M-hypoplasia, mentioned in textbooks, for the surfaces of the cavities, 
TaBLe I.—Surface Structure of Different Types of Teeth (1955) 
Total No, ‘ Total Percentage of 
Type of Teeth Percentage of Teeth Percentage of | Teeth with A.HLF.* 
of Tooth Examined - aoe Teeth with | Gross sl 
for Structure Hy, M-Hy, M-Hy, M-Hys M-Hypoplasia Hypoplasia 
Upper jaw 
Central incisors 2,118 26-4 33-2 | 27:3 7-3 67-9 5.7 1-17 
Lateral ms 2,282 34-9 39-4 17-6 3-2 60-3 48 0-89 
Canines 2,392 37-5 43-4 14-0 2-4 39-9 2-6 0-8! 
Ist molars 2,187 99 34-2 42-7 8-2 85-1 a | 1-52 
2nd 2.263 8-9 32:3 47-9 95 89-7 1-59 
Total upper jaw 36-7 29-6 72-3 3.9 19 
- - — 
Lower jaw 
Central incisors 1,883 83-6 14:8 0-8 00 15-6 08 0-17 
Lateral E 2,336 77-4 20-7 1-2 Ot 220 06 023 
Canines 2,399 61-7 3-7 03 42 0-40 
Ist molars 1,893 22-1 35-4 32-7 62 74-3 36 1.24 
1,904 34-3 7 86-4 19 153 
Total lower jaw 10,415 52:8 27.0 14-7 | 3-3 44.9 2-2 0-68 
Totals 21,627 37-8 320 22-4 | 47 $91 I 0-94 
| 
Total number of teeth examined for structure (excluding those with gross hypoplasia) 
Tasce II.—Caries (1955). Incidence and Extent in Different Types of Teeth 
Total No, 
of Teeth Percentage of Teeth Total 
Type of Tooth Assessed for Percentage of \.C.F.* 
Caries Carious Teeth 
(inc. Extractions) Cy Cc, | Cy 
Upper jaw 
Central incisors 2,179 72-2 | 68 12-3 8-7 27:8 0-57 
Lateral 2,342 | 82-3 | 49 8-2 4-6 17:7 0-35 
Canines 2,410 38-9 | 3-2 5-3 26 0-22 
Ist molars 2,410 58-3 10-2 158-6 41-7 0-89 
2nd 2,410 419 18-4 22-4 17-3 | S81 115 
Total upper jaw | 11,751 6 88 12:8 99 | 31-4 0-64 
Lower jaw | 
Central incisors 1,887 94:8 | 23 2:5 | 0-5 | $-2 0-09 
Lateral 2,340 94-7 } 2:1 26 | 0-6 | 0-09 
Canines 2,410 91-2 | 24 45 | 19 8:8 } 0-17 
ist molars 2,410 37-5 7-3 24-5 62-5 | 1-48 
2nd 2,410 | 29-8 19-3 | 70-2 1-59 
Fotallowerjaw ..| 11,487 68-3 63 | 143 | 31-7 0-71 
..| 23,288 68-4 rs 12-0 | 12-1 31-6 0-68 
* ACF Total caries 
™""" Total number of teeth (including extractions) 
Tasce IL—Structure-Caries Relationship (1955) 
j Incisors | Canines | Molars All Types 
Structure | Total No 4 : Total No. | % . | Total No 4 . Total No. | te 
— Sones : Carious | ACE | Exam | Carious | A.C.F Exam. | Carious | A.C.F. Exam Carious A.C.F 
Hy 4.739 23. «|~«(O03 ~ 2,378 20 | 003 | 1,084 | 162 0-24 8,171 4-0 0-06 
M-Hiy | 0-2 | 1,799 10-7 | O19 | 33-3 0-53 6.917 2-10 | (0-34 
M-Hy, 1,023 3990 | 425 32-7 0-63 3.400 67-0 130 | 4,848 S81 
M-Hy, 74.0 | 65 | 708 1-80 725 93-9 234 «(1,021 | 88-0 18 
G-Hy 260 392 0-69 164 18-3 } 0-32 246 «| 50-4 0-97 670 | 38-2 0.70 
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although hard to the probe, were in many cases still uneven 
and rough. It was rarely found in such young children that 
the irregularities had been mechanically removed and the 
surfaces smoothed and polished, a process which might take 
months or years, according to the positions of the cavities 
and the nature of the children’s food. 


Structure Caries Relationship 


In Table Ill are given the caries incidence and extent of 
those teeth whose structure it was possible to assess, and it 
is apparent that, whether incisors, canines, and molars are 
considered separately or together, the amount of caries 
increases with the severity of M-hypoplasia. For instance, 
taking all types together, only 4.0%, of the non-hypoplastic 
teeth (Hy») are carious, compared with 88.0%, of those with 
severe defects (M-Hy,). The average caries figures show the 
same trend. Gross hypoplasia is associated with much less 
caries (38.2".,) than either moderate or severe M-hypoplasia 
(M-Hy», M-Hys), but with more than the non-hypoplastic 
teeth 

The figures just quoted and others in Table HI support 
the theory that, in general, the better the structure of a 
tooth—that is, the less M-hypoplasia—the greater its 
resistance to caries. It is, however, obvious that even a 
non-hypoplastic tooth may become carious if conditions for 
the initiation of the disease, whatever these may be, are 
strong and the resistance of the body (and so of the erupted 
tooth) is low, whereas a tooth with severe hypoplasia may 
remain free from the disease if the initiating factors are weak 
and the bodily resistance is high. 


Some Comparisons Between the 1955 Results and 
Those of Previous Years 


Freedom from Visible Caries (1929 to 1955) 


One of the most striking features of the findings under 
review is the variation in the percentages of caries-free 
children and caries-free teeth. As will be seen from Fig. 1, 
there is a marked contrast between 1929 and the later years. 
By 1943 the children in the caries-free and almost caries- 
free group had risen from 4.7 to 24.2% (14.9%, caries-free) 
and by 1947 to 37.5% (28.1%), after which they declined to 
approximately the 1943 level and remained more or less the 
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Fro. 1.—Freedom from visible caries (1929-55). - - - - Caries-free 
children. ————— Caries-free+almost caries-free children. 


same until 1955, in which year there was a further small 
decrease to 21.2% (although the caries-free group showed a 
very slight improvement (15.5%) over the 1951 figure 
(14.8%). The percentage of caries-free teeth can be seen 
from Table IV, by deduction, to follow a similar plan for 
the six later surveys. Figures for 1929 are not available, as 
they were not published at the time and the charts were lost 
during the second world war. 
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Taste 1V.—Caries (1943 to 1985) Incidence and Extent 


Average No. Carious 


Teeth | Teeth per Child*® 
No. of % witl Extent of | — 
Year | Caildren Teeth Severe Caries | Excluding 
Examined | Carious* Caries ACP All Children 
(C,)* | Children | Free from 
Caries 
1943 1,870 30-1 12-6 0-65 58 | 68 
1945 691 26-5 0-55 5-1 68 
1947 1,590 20-3 66 0-42 19 §-§ 
1949 692 26-7 8-7 0-54 S-1 60 
1951 1,395 27:5 7-6 0-56 | 53 6-2 
1985 1,205 | 31-6 12-1 0-68 } 61 7-2 


* Inclusive of filled and extracted teeth 


So far as these investigations go, therefore, it seems that 
1947 was the peak year as regards improvement in the dental 
condition of children of the 5-year-old age group in the 
L.C.C. schools, but whether the peak period was actually 
in 1947, or whether it occurred between 1945 and that year, 
or between 1947 and 1949, cannot be stated from the data 
available. 

Similar trends have been found on the Continent, notably 
in Norway, and in other parts of this country. For example, 
it has been reported (Staffs County Council, 1954, 1955) that 
in Staffordshire County Council schools there were few 5- 
year-old children free from caries in 1930, and that there, 
too, 1947 appeared to be the peak year, after which the 
numbers fell sharply again. 

It is interesting to note that in our surveys of 1945 and 
1950 in residential homes (institutions) and private schools 
there were fewer caries-free children in 1950 among the 
private-school children, but rather more among those in the 
homes. 

Caries (1943 to 1955) 

Incidence and Extent.—An overall picture of the changes 
that took place in the incidence and extent of caries between 
1943 and 1955 is seen in Figs. 2 and 3 and Table IV. It is 
clear that in 1947 there was a smaller total amount of decay, 
and less of each grade, than in any other year, whereas in 
1955 there was the 
largest total inci- 2 
dence, with more 
severe caries than B<2 
at any time since Bc, 
1943. (The larger 
proportion of Cs; 
teeth in 1955 may 
have been due 
partly to the com- 
paratively high ex- 
traction rate ob- 
served in that year, o* 
since all extracted 


1943 1945 1947 1949 195) 1955 
Fic. 2.—Percentage of carious feet 


teeth were counted (1943-55) 
as Cs.) The chil- 0-80 
dren who had [ 
some carious teeth 0-70F 
in 1955 had a high r] 
7.2 teeth per child ee 
being carious as 
compared with the 
next highest figure 
of 6.8 in 1943 and °° 
1945 and with the 5.204 
lowest of 5.5 in 
1947. 
There seems to ij = 
have been a ten- 1943 1945 1947 1949 195! 1955 


dency in more Fic. 3.—Average caries figures (1943-55). 
recent years for 

a relative increase in the amount of caries in the lower jaw 
as compared with the upper, as is seen in Table V. For 
instance, in 1943 the percentage of carious upper teeth 
exceeded that of the lower; in 1949 there was the same 
amount of disease in each jaw, and in the latest two surveys 
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the lower jaw showed slightly higher percentages than the 
upper. Another point perhaps worth mentioning is that in 
1955 the percentage of carious teeth in the upper jaw was 


Taste V.—Carles in Upper and Lower Teeth Compared 
(1943 to 1955) 


| 


Percentage of Carious Teeth A.C.F 
Year - — — — 

UpperJaw | Lower Jaw | Upper Jaw Lower Jaw 
1943 33-2 26-9 0-69 | 0 62 
1945 28-5 | 0-37 0-54 
1947 21-0 19-5 0-41 0-44 
1949 26-7 26-6 0-52 0-57 
19S! 269 28-2 0-51 0-60 
1955 31-4 | 31-7 0-64 } 0-71 


less, and in the lower jaw greater, than in 1943. The reduc- 
tion in the case of the upper teeth was largely accounted for 
by improvement in the central incisors ; the increase in the 
lower jaw was distributed amongst the various types of teeth, 
but was particularly marked in the molars (see Table V1). 


Taste VI.—Distribution of Caries (1943 and 1955) 


| Percentage of Carious Teeth 


Central Lateral Ist | 2nd 
| Incisors Incisors | ©#nines } Molars | Molars 
Upper Jaw 
1943 37-6 20-3 | 420 56 
1955 27:8 17-7 | itt 41-7 581 
Lower Jaw 
1943 49 37 69 . 54-0 | 61.0 
1955 $-2 $-3 8-8 2 


Superficial Staining of Teeth—A matter which has proved 
of great interest in the surveys is the association which 
seems to exist between caries and certain types of superficial 
stain found on the teeth. It was reported in the earlier 
studies and has already been mentioned in this paper in 
connexion with the 1955 findings. The subject has also been 
discussed by some other workers, including Pedersen (1946). 
Black and dark-brown stains have been shown to be related 
to a smaller, and green to a larger, amount of decay, but 
the causes of the stains and of their apparent influence on 
caries seem to be obscure. It may be that the varying meta- 
bolism of individual children plays a direct part, or acts in- 
directly via the saliva, but the whole problem obviously needs 
further research. The relevant figures for the studies under 
review are given in Table VII, where it will be seen that, 
taking the children without stain as the standard for caries, 
the black or brown stain appears, directly or indirectly, to 
have had a definite inhibitory effect in each instance, where- 
as the green stain has apparently had the reverse action. 


Taste VII.—Caries Related to Superficial Staining of Teeth 
(1943 to 1955) 


} Percentage of Carious Teeth in Children with: 


Year — - 
No | Black or | Green 
Stain Dark-brown Stain | Stain 
1943 | 19-3 33-4 
1945 | 23-1 15-4 33.0 
1947 19-8 12-4 26-0 
1949 | 25-8 16-9 30-0 
1951 25-5 | 14-4 | 33-6 
1955 29-1 | 20-2 39-2 


Taste VIIL.—Treatment of Caries (1943 to 1955) 


Total Total 
No. of Treatment Percentage 
Carious of 
Year Teeth — ————| Carious 
(including % | % Silver % | Teeth 
| Extractions)| Extracted | Nitrate Filled Treated 
(943 | 10,886 | 15-7 67 2-7 25-0 
1945 | 3,545 96 238 24 14.8 
1947 6,245 156 24 44 22-4 
1949 3,553 15-3 0-6 39 19-8 
1951 7,412 13-0 Ol 61 19-2 
16-7 2-3 itt 


1955 7,326 
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Dental Treatment and Natural Arrest-—The amount of 
dental treatment to which the children had been subjected 
prior to the various inspections is set out in Table VIII. 
The extraction figure for 1945 was comparatively low 
(9.6%); the highest rate (16.7%) was found in 1955, as also 
was the highest percentage of fillings (11.1% as compared 
with the next highest of 6.1% and the lowest of 2.4%). 
Natural arrest of the disease was highest in 1945, when it 
had occurred in 21.5% of the carious teeth present at the 
time of inspection. This figure compares with 11.7% in 
1943, 14.2% in 1947, and 15.0%, in 1955. 


Notes on Surface Structure, Post-eruptive Conditions, and Caries 


Comparison of the surface structure of the teeth examined 
over the years reveals that up to 1947 there was a great 
improvement, but that from this time onwards more M- 
hypoplasia was seen, although the increase did not appear to 
be as pronounced as was the increase in caries during the 
same period. 

In all the surveys a positive relationship was found between 
surface structure and caries in each type of tooth—that is to 
say, the greater the degree of M-hypoplasia the greater the 
amount of the disease. The figures for all types of teeth 
combined, at each inspection, are shown in graphic form in 
Fig. 4. The actual percentage of carious teeth in any given 
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Fic. 4.—Incidence of caries in teeth of different grades of 
structure (1943-55). 


grade of structure varies from survey to survey, but it will 
be noticed that there is little difference in the case of the 
teeth of good structure (Hy), whereas there is much in those 
with the more severe grades of M-hypoplasia (M-Hyo, 
M-Hys) and with G-hypoplasia. These variations may in 
part be accidental, in the sense that different proportions of 
teeth were missing in the individual years through exfolia- 
tion of incisors and extraction of molars (see Table IX). 
We believe, however, that they must be related largely to 
differing post-eruptive influences, some local and others 
systemic. For instance, the type of food eaten may have 
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Taste 1X.—Perceniage of Teeth Present at Time of Inspection 
§5) 


(1943 to 19 
Type of Tooth 1943 1945 | 1947 | 1949 | 1951 1955 
Central incisors 90-7 92-6 93-5 92-1 92-2 90-4 
Lateral, 60 | 3 | 97-3 | 97-6 | 976 | 97-2 
Canines 99-8 996 =| 97 | 9-7 | 99-8 
Ist molars 905 | 950 | 942 92-4 95-1 92-0 
ind | 92-4 | 92S 96-1 95-5 | 962 94-8 
| 
Lower jaw: | 
Central incisors | 83-2 94 | 810 | 767 | 77-1 | 78-3 
Lateral .,, 979 | 98-0 979 96-7 97-S | 97.1 
Canines 999 99 | 99 99 100-0 99-7 
Ist molars | 858 92-4 | 888 86-3 | 86-7 84-5 
2ad 4s .. | 80 | 917 | 905 | B68 | 875 81-3 
All types | 922 | 944 | 93-9 92-4 93-0 } 912 


| 


produced local effects, particularly in the hypoplastic teeth. 
Systemic influences due to nutritional and metabolic varia- 
tions may have affected the composition of the saliva and 
also have altered the resistance of the teeth to caries. It is 
now well known that, even after development, living teeth 
are to a limited extent susceptible to changes in the composi- 
tion of the body fluids. This was shown by Hevesy er al. 
(1937) in their isotope experiments, and more recently 
emphasized and greatly extended by Sognnaes er al. (1955) 
and by other research workers. 


Comments 


Is there any reasonable explanation of the rapid improve- 
ment in the dental condition of the L.C.C. schoolchildren 
between 1943 and 1947, as compared with that occurring 
between 1929 and 1943, and of the increased amount of 
caries in the later years ? 

Since there is so much controversy about fluoride, oral 
hygiene, and sugar, and their possible effects on the problem 
of caries, a word must be said about them in relation to the 
children under review 

It is unlikely that fluoride in the water supply played any 
part, either in the reduction of caries from 1929 up to 1947 
or in its subsequent increase, as it has been ascertained that 
the fluoride content of the drinking-water in the areas from 
which the children were drawn was low (0.15 to 0.20 p.p.m.) 
and was constant within those limits for the period covered 
by the surveys. Nor is the marked improvement in the 
caries position until 1947 likely to have been due to changes 
in oral hygiene. There is no evidence of an increased use 
of the toothbrush, at least during the war and immediate 
post-war years. 

From 1940 supplies of sugar, and from 1942 sweets and 
chocolates, were controlled in Britain by rationing. There 
were slight variations in allocations from time to time, but 
the average supply was very low and more or less constant 
until after 1947, and indeed continued at a low level until 
1951 or after. It seems doubtful, therefore, whether on this 
basis sugar could have had much bearing either on the 
progressively lower caries incidence from 1943 to 1947 or on 
the higher incidence from then until 1951. Although caries 
continued to increase after 1951, the difference between the 
incidence in that year and 1955 (during which period sugar 
and sweets were decontrolled) was not as great as that occur- 
ring in the previous four years. It is difficult to see how the 
presumably greater sugar consumption at this time may 
have affected the situation ; it certainly does not appear that 
it could have played a major part. 

It is our belief that the improvement in dental condition 
from 1929 to 1947 and the later increase in caries were 
partly, if not largely, due to nutritional changes that had 
taken place, especially those affecting the foetus and the 
young child. The reasons for this view have been fully 
stated in reports on the earlier surveys, and a brief reference 
to them will suffice here. 

It was a well-known fact prior to the second world war 
that one of the main defects of the British diet was its poor 
calcifying quality. When war broke out, necessitating the 
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rationing of foods in short supply, one of the first steps taken 
by the Government, on the advice of nutritional scientists, 
was to direct foods with high calcifying properties to those 
classes needing them most—namely, expectart and nursing 
mothers and infants. These measures included priority 
supplies of milk and eggs, and allocations of cod-liver oil, 
and later (for expectant mothers only) vitamin D and A 
tablets as an alternative to the oil. It must be emphasized 
here that vitamin A, as well as D, is necessary for the normal 
development of bones and teeth and for increasing the 
resistance of the dental tissues to disease. In addition, the 
Government decreed that vitamins D and A should be added 
to all margarine and calcium carbonate to all flour. The 
addition of the calcium was necessary because the raising of 
the extraction rate of the flour from the pre-war level of 70- 
73% to the wartime level of 85%, or even higher, greatly 
increased the phytate content, and phytate is known to 
decrease the availability of calcium in the food. The added 
calcium served to neutralize the phytate effect, and any 
excess would help to promote or to maintain the calcifica- 
tion of bones and teeth and to assist other physiological func- 
tions which required optimal calcium supplies. 

In a report on the 1943 survey it was stated: “It is 
possible that the elimination of dental caries may not be 
attainable until its immediate cause is known, but even with- 
out this knowledge it is probable that a continuation and 
extension of the present nutritional policy and its more 
whole-hearted adoption by the public would bring about 
further improvement in the architecture of teeth and in their 
subsequent resistance to decay.” This forecast was fulfilled 
when the findings in the 1945 and 1947 surveys were assessed, 
for, as has been shown, the structure of the teeth continued 
to improve and the percentages of caries-free children and 
caries-free teeth continued to increase above the 1943 level. 

After 1947 the picture is not so clear. Though the avail- 
ability of supplies of foods containing calcium and vitamins 
D and A may have remained at the wartime level, it is not 
known to what extent they were used by the mothers and 
young children. There is some circumstantial evidence, how- 
ever, that the consumption fell as a wider range of food 
came on the market with the gradual relaxing of controls 
from 1948 onwards and the final ending of rationing in 1954. 
If this were so, then it could, in our view, have been a con- 
tributory factor to the increased caries susceptibility of the 
teeth examined in the later surveys, though there must have 
been many other factors at work, systemic and local. 


Our thanks are extended to many who have helped directly 
or indirectly with the investigations. We are especially grateful 
to Dr. W. J. Martin for his kind interest throughout and for his 
Statistical assessment of many of the figures. We would also like 
specifically to acknowledge our indebtedness to the London 
County Council and Dr. J. A. Scott for permission to carry out 
the 1955 survey, to the head teachers and their assistants for the 
trouble they took to make our visits to the schools such a 
pleasure, to Dr. E. Windle Taylor, of the Metropolitan Water 
Board, for information about the fluoride content of water 
supplies, and to the Medical Research Council for financing the 
work. 
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In 1955 Franke and Fuchs, in Germany, discovered that 
a sulphonamide, carbutamide (1-butyl-3-sulphanilylurea ; 
BZ 55), reduces the blood sugar in normal subjects and 
in many patients with “mild” diabetes. This type of 
diabetes usually appears in middle-aged or elderly 
patients who are or have been overweight, who are 
relatively resistant to insulin, and who even when un- 
treated rarely become ketotic. The drug is of no value 
in the treatment of “severe or “ juvenile” diabetes, 
for which insulin is essential. It frequently causes 
rashes and neutropenia, and deaths from agranulo- 
cytosis, and sulphonamide sensitization with myo- 
carditis and granulomatosis, have been reported from 
America (Kirtley, 1957). Carbutamide has now been 
superseded by a similar compound, tolbutamide (1- 
butyl - 3p -tolylsulphonylurea (“rastinon.” “ orinase,” 
“artosin,” D860), which is equally effective and 
apparently much less toxic. 

We present here the results of a trial of tolbutamide 
in 72 patients observed for up to one year. The re- 
sponse of some of them to carbutamide has already 
been reported (Walker ef al., 1956). 


Method 


The trial was conducted on an out-patient basis. Patients 
were selected who were not grossly obese and had “ mild ~ 
diabetes (as defined above) that could not be satisfactorily 
controlled by calorie and carbohydrate restriction alone, All 
our patients who were taking carbutamide and a few who 
were having insulin were transferred to tolbutamide. Those 
transferred from carbutamide were initially given the same 
dose of tolbutamide. Those who had been taking insulin 
were given reduced doses for a few days ; the injections were 
then stopped and tolbutamide was started the next day. 
Patients who had had neither carbutamide nor insulin were 
observed on a strict low-carbohydrate diet for at least a 
month, and if their mid-morning blood sugar remained 
above 200 mg. per 100 ml. they were given tolbutamide. 
The starting dose for these patients and for those trans- 
ferred from insulin was 0.5 g. two or three times daily, taken 
with the main meals. The dose was subsequently adjusted 
to a maximum of 4 g. daily, according to the blood-sugar 
response. 

Patients transferred from insulin were seen daily during 
the withdrawal period and for the first week of tolbutamide 
treatment. Special attention was paid to ketonuria, which 
was regarded as an indication for stopping the drug and 
resuming insulin treatment. Subsequently these and the 
other patients were seen weekly for the first month and 
then at least once monthly. At each visit a record was 
made of symptoms, weight, urine, and blood sugar, and 
the presence or absence of ketonuria and proteinuria, White 
blood cell and platelet counts were made monthly, and 
liver-function tests (serum proteins and electrophoresis, 
serum bilirubin and alkaline phosphatase, thymol turbidity, 
colloidal gold, and zinc sulphate flocculation tests) were 
performed when treatment began and subsequently every 
two or three months. 
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The Patients 


Of the 72 patients, 41 had previously been treated by dict 
alone, 19 were transferred from carbutamide (dose 0.5 to 
2 g., mean 1.1 g. daily), and 12 were transferred from 
insulin (dose 12 to 60 units, mean 26 units daily); 12 other 
patients, including four in the carbutamide group, had taken 
insulin at some time. 

The age at diagnosis varied betweeen 22 and 78, mean 
53 years, and the duration of the diabetes between 1 and 
30, mean 6.6 years. Thirty-five of the patients were within 
10 of their “expected” weight when treatment was 
started, 20 were more than 10% overweight, and 17 were 
more than 10% underweight. Seven patients are known 
to have been mildly ketotic at some time and five had 
diabetic retinopathy. 

The necessity of following a strict diet was stressed, and 
the diets prescribed varied from 1,000 calories with 80 g. 
carbohydrate, to 2,200 calories with 220 g. carbohydrate, 
depending on the weight and activity of the patient. 


Results 
Duration of Treatment.—The trial started in July, 1956. 
Details of the period of observation of patients who are 
still taking or have stopped taking the drug are as follows: 


Treatment in Weeks: <4 14-26 27-39 40-52 
Still on drug{ New cases... 1s 12 10 4 
Transfers a 0 2 
Stopped drug New cases 10 2 | 0 0 


Dosage.—The number of patients receiving different dose 
levels as a maximum dose and for maintenance in those 
still on tolbutamide is as follows : 


Dose in Grammes 5 
Daily | Os 1 Is | 2 3 4 
Maximum ..| — | 19 | i 
Maintenance... 1s 29 


Nineteen patients stopped treatment for 
Resistance (requiring insulin), 2 ; 
abdominal symptoms, 4; 
returned to insulin 


Withdrawals. 
the following reasons : 
failure to respond, 6; rash, 2; 
not required, | ; irregular attendance, 2 ; 
at own request, 2. 

Blood-sugar Response.—The overall effect of tolbutamide 
on the blood-sugar levels of the 72 patients is shown in 
Fig. 1, 

RANDOM BLOOD SUGAR - mg /100m 
<100 200- 250- 300- 5350- >400 
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Fic. 1.—Overall effect of tolbutamide on the blood-sugar levels 
of the 72 patients treated. *The latest level is shown only for 
the patients still receiving tolbutamide. 
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Of the 53 patients who had not been treated with carbut- 
amide, 7 showed no response, 33 showed an “ immediate ” 
response, the blood sugar falling during the first week ol 
treatment, and 13 showed a “ delayed” response, the blood 
sugar falling to a minimum over 12 to 16 weeks, irrespective 
of changes in weight. Twenty patients (61%) who showed 
the “immediate” response and 9 (69%) who showed the 
“delayed” response appear to be satisfactorily controlled 
by tolbutamide. Examples of the two types of response 
are shown in Figs. 2 and 3. All patients who had responded 
to carbutamide did so to tolbutamide, but one (Fig. 4) 
became resistant to it 
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Fic. 2.—*“ Immediate” type of response to tolbutamide. A 

Woman aged 56. Diabetes 4 years. No insulin. Expected 

weight 131 Ib. (59.4 kg.). B. Woman aged 73. Diabetes 26 years 

Transfer from P.Z.1. 16 units. Expected weight 127 Ib. (57.6 kg.) 

C. Woman aged 62. Diabetes 4 years. Previous insulin. Ex- 
pected weight 130 Ib. (59 kg.) 


Bod 
Tips 


Tolbutomide 
Random 2 


Fic. 3.—* Delayed “ type of response. A. Man aged 8i. Diabetes 

30 years. No insulin, Expected weight 145 Ib. (65.8 kg). B 

Woman aged 67. Diabetes | year. No insulin. Expected weight 

119 Ib. (54 kg.). Woman aged 76. Diabetes 2 years. No Awe 
Expected weight 130 Ib. (59 kg.). 


Relief of Symptoms.—Twenty-six patients complained 
of diabetic symptoms (thirst 13, polyuria 20, and pruritus 
vulvae 6). Of these, 23 responded to tolbutamide, and their 
symptoms were relieved as the blood sugar fell. 

Side-eflects encountered were: Rash, 2 cases—tolbutamide 
stopped in each; abdominal pain, 4 cases—tolbutamide 
stopped in 2; vomiting, | case—tolbutamide stopped ; acti- 
vation of duodenal ulcer with melaena, | case—tolbutamide 
stopped. Details of the last case are as follows. 

A married man, aged 66, was found to be diabetic in 1951 
and was treated with a 1,250-calorie 125-g. carbohydrate diet and 
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intermittently with small doses of insulin (6-12 units daily). He 
was admitted to hospital in March, 1957, with an infected foot; 
at that time he was known to have diabetic retinopathy, cataracts, 
peripheral neuropathy, and arterial disease. His diabetes was 
well controlled with a 1,250-calorie 125-g. carbohydrate diet and 
soluble insulin 6-8 units twice daily. He was transferred to 
tolbutamide, 0.5 g. thrice daily, but 11 days later he complained 
of abdomina! pain and had a melaena for which blood transfu- 
sion was required. The pain was closely related to taking the 
tablets; it disappeared when the dose was reduced to 0.25 g 
twice daily, and returned when it was put up to 0.5 g. twice daily. 
Tolbutamide was then stopped and the pain ceased altogether. 
A barium-meal examination showed a small hiatus hernia and 
a chronic duodenal ulcer. The patient denied previous dyspepsia 
or melaena 

There was no effect on the white-cell and platelet counts 
or on the liver-function tests. 

Resistance-—Two patients who showed a good initial 
response failed to maintain a satisfactory blood-sugar level 
despite increasing doses of tolbutamide, strict adherence to 
a suitable diet, and failure to gain weight. They were both 
transferred to insulin treatment. It seems that four other 
patients are also becoming resistant to the drug. 

A married man aged 64 was found to be diabetic in 1955. 
His symptoms were mild and were relieved by a 1,750-calorie 
125-g. carbohydrate diet, but random mid-morning blood sugars 
remained above 200 mg. per 100 ml. and he was started on 
carbutamide, 0.5 g. twice daily, in May, 1956. He responded 
satisfactorily and was transferred to tolbutamide, 0.5 g. thrice 
daily, in August. After an initial response the blood sugar began 
to rise and continued to do so despite increasing doses of tolbut- 
amide (Fig. 4). He was admitted to hospital two weeks after 
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Fic. 4.—Development of resistance to tolbutamide. Case report 
in text. 
stopping the drug and given carbutamide, | g. twice daily for 
10 days, without any effect on his blood-sugar level. He became 
mildly ketotic and was eventually stabilized on a 2,250-calorie 
225-g. carbohydrate diet with 1.Z.S. 44 units daily. His weight 
was virtually constant throughout. 


Failures.—Seven patients showed unequivocal failure to 
respond to tolbutamide. These include two who had been 
transferred from insulin treatment and four of the seven 
who were known to have been mildly ketotic at some time. 

Effect on Weight.—Most responsive patients showed an 
increase in weight, and this was sometimes associated with 
decreased effectiveness of the drug. The overall effect on 
weight is shown below: 


Before Treatment 


| During Treatment 
No. of |— - = 
Patients} Weight as of me | 
20 More than 10% overweight | 8 (0) iy 7) $ (0) 
35 Within 10°, of expected weight | 20 (0) | 
5 (0) 


17 | More than 10°, underweight 10,0) | 
| | 


? The figures in parentheses give the number of patients in each group who 
failed to show any response to the drug. 
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Present Assessment.—In 22 of the 53 patients still taking 
tolbutamide control is unsatisfactory as judged by a mid- 
morning blood sugar which is persistently more than 200 mg. 
per 100 ml, The reasons appear to be: failure to follow 
diet, 11 cases ; response decreasing as weight increases but 
still not overweight, 6 cases ; probable failure to respond, 
1 case ; probable resistance, 4 cases. 


Discussion 
The hypoglycaemic sulphonylureas (including carbutamide 
and tolbutamide) cannot act without physiologically active 
endogenous insulin (Fajans er al., 1956), and are effective 
in the treatment of “mild” diabetes only. Patients with 
“ mild” diabetes have demonstrable insulin activity in their 
plasma (Bornstein and Lawrence, 1951) and pancreas (Wren- 


shall and Best, 1956), while those with “severe” or 
“ juvenile ” diabetes do not. 
Ketosis is a feature of “severe” but not of “ mild” 


diabetes. Seven of our patients, although in all other re- 
spects “mild” diabetics, are known to have been mildly 
ketotic at some time, and four of these failed to respond to 
tolbutamide. Of the 12 patients who were taking insulin 
until transferred to tolbutamide, two did not respond. We 
suggest that lack of response is due to inadequate endogenous 
insulin activity. 

The “immediate ” and “ delayed ” types of responses seen 
in patients not previously treated with carbutamide do not 
appear to have been reported hitherto. We cannot explain 
them. So far as can be told from observation of a small 
number of patients for a relatively short time, there does not 
appear to be any difference in the ultimate behaviour of the 
two groups. 

The effectiveness of the sulphonylureas (and insulin) 
decreases as weight increases, but we have confined the term 
“ resistance ” to describe an escape from control in patients 
who continue to follow a suitable diet, who do not gain 
weight, and who are given increasing doses of tolbutamide. 
We suppose that it is due to decreasing endogenous insulin 
production, but do not think that the phenomenon neces- 
sarily supports the hypothesis that the sulphonylureas 
stimulate insulin secretion, as a similar rise of blood sugar 
is sometimes seen in patients treated by diet alone. Both 
patients who developed resistance became mildly ketotic, 
suggesting reduced endogenous insulin activity. 

Side-effects are less common and less serious with tol- 
butamide than with carbutamide. In particular we found 
no effect on the white-cell and platelet counts and only two 
patients developed a rash. Both had had a rash with car- 
butamide and the drug was stopped in each. Tolbutamide 
has a greater tendency to cause abdominal symptoms than 
carbutamide. Four patients complained of upper abdomi- 
nal pain unaffected by meals and antacids, and the drug 
was stopped in two of them. Treatment was also stopped 
because of vomiting in one case and because of activation 
of duodenal ulcer in another. 

It is not yet possible to judge whether controlling the 
blood sugar with tolbutamide will modify the incidence or 
severity of diabetic “degenerative” complications (retino- 
pathy, cataracts, arterial disease, neuropathy, and nephro- 
pathy). 


Conclusion and Summary 


A study of 72 patients treated with tolbutamide for 
up to one year suggests that about 50%, of patients with 
“ mild ” diabetes that cannot be controlled by diet alone 
will benefit from it. 

We feel that, as it is a relatively new drug and its mode 
of action and possible long-term ill effects are not yet 
known, tolbutamide should be used cautiously and that 
patients treated with it should be selected and super- 
vised carefully. It should be given only to adults who 
are not excessively overweight, whose diabetes cannot 
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be controlled by diet alone, and who do not become 
ketotic even when untreated. The response may be 
evident immediately or only after several weeks. 

Patients who respond usually gain weight and must 
follow a diet restricted in calories and carbohydrates. 
Increasing weight is often associated with decreasing 
effectiveness of the drug, but two patients who did not 
gain weight became truly resistant. 


We wish to thank Messrs. Horlicks Limited, who provided 
most of the tolbutamide (“ rastinon"’), and the British Insulin 
Manufacturers, who provided the remainder. We are grateful to 
the staffs of the Courtauld Institute of Biochemistry and the 
Bland-Sutton Institute of Pathology for the biochemical and 
haematological investigations, to Mr. V. K. Asta, who prepared 
the figures; and to the Clinical Research Committee of the 
Middlesex Hospital for a personal research grant to J.D. N.N. 
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There is no doubt that the oral antidiabetic drugs, the 
sulphonylureas, reduce the hyperglycaemia of certain 
diabetic patients, and it is now certain that tolbutamide 
(D 860, “rastinon,” “ orinase,” “artosin™) causes far 
fewer toxic effects than its forerunner carbutamide 
(BZ 55, “invenol,” “nadisan”’). These statements are 
substantiated by many papers which have appeared 
in several medical journals (see references). In conse- 
quence this drug is likely to be more widely used. The 
following remarks are intended to assist doctors in 
deciding which patients are suitable for oral therapy. 
The scheme we give for administration of tolbutamide 
is based on our experience during the past 18 months. 


Selection of Cases 


Those patients in whom glycosuria is discovered in middle 
life are most likely to prove suitable. The chances of suc- 
cessful treatment with tolbutamide appear to be greatest if 
the patient is over 40 years of age, is obese or thick-set, 
has not previously received insulin therapy or is adequately 
controlled by less than 40 units of insulin a day, and has 
no previous history of diabetic coma or ketosis. We now 
know that some patients not fulfilling all these criteria may 
respond, but the following rules are recommended in general 
practice. Tolbutamide should not be used in children, in 
patients receiving over 40 units of insulin a day, or in 
patients who ar: prone to acetonuria. 
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It will be appreciated that tolbutamide is likely to be suc- 
cessful in those patients who in the past have been controlled 
by diet, either alone or with small doses of insulin. By 
control we mean that the patient’s blood sugar two to two 
and a half hours after lunch is less than 180 mg. per 100 ml.. 
and that the urine tests performed four times a day before 
meals show no more than an average of one green (4°.) 
result each day. Some of these patients will hear of and 
request the oral form of therapy, but we do not recommend 
the doctor to change over to tolbutamide if diet and insulin 
are satisfactory. However, there are some cases in which 
such a regime of diet and insulin is impracticable, incon- 
venient, or ineffective, even with the ancillary services avail- 
able to a hospital clinic. 

Thus some patients cannot follow a diet because they are 
unwilling to curb their appetite. Other patients are not 
mentally or physically capable of carrying out the necessary 
manipulations for measuring and injecting the insulin, so 
that continuous and close supervision by the district nurse 
or some responsible relative is required to maintain control 
Stull other diabetics are so haphazard in measuring insulin 
and arranging their diet that the danger of hypoglycaemic 
reactions is always present. Though they are not numerous, 
these patients are a source of concern, especially if they drive 
a car or live alone. Oral therapy offers an attractive method 
for smooth control of their hyperglycaemia 

We have not found tolbutamide of value in the manage- 
ment of so-called “ brittle ” diabetics—that is, young patients 
whose hyperglycaemia is inadequately controlled by large 
doses of insulin (over 80 units a day) but who on such doses 
run the risk of frequent hypoglycaemic attacks. However. 
in older patients who cannot be controlled successfully, or 
who have hypoglycaemic symptoms, tolbutamide may be 
tried even if the patient does not satisfy all the criteria given 
above. 


Trial and Maintenance of Tolbutamide Treatment 

We know of no single test to distinguish which patients 
will ultimately be satisfactorily controlled by tolbutamide 
Under these circumstances a therapeutic trial is necessary 
for each patient. It is advisable to defer the trial if the 
patient ts temporarily out of control through infection or 
at the time of an operation. There are no reports of patients 
being treated with tolbutamide during pregnancy, and we 
have no experience of this clinical problem. 

Arrangements for a preliminary period of observations of 
one to two weeks should be made The patient’s diet and 
insulin should be fixed, and instructions given for the urine 
to be tested for glycosuria four times a day ; if sugar is 
present the urine is also tested for acetone If definite 
acetonuria is found at any time during this preliminary 
period the patient must report immediately to his doctor for 
prompt treatment with insulin. Ketosis indicates that treat- 
ment with tolbutamide alone is likely to be unsuccessful. 

After the preliminary observation period of one to two 
weeks the patient’s diabetic status and the need to start 
tolbutamide are assessed as follows: 


Patients on Diet but No Insulin—A proportion of these 
cases lose their glycosuria during the control period. The 
explanation seems to be that the procedures encourage the 
careless patient to pay attention to his diet so that no tolbut- 
amide is needed. If the patient shows glycosuria despite the 
dietary regime, trial of tolbutamide is not difficult to manage 
The patient should be seen each evening for assessment, at 
least during the first week of tolbutamide therapy. Tolbut- 
amide is begun in doses of 2 to 3 g. a day. On the first day 
two 0.5-g. tablets are taken with breakfast, two tablets with 
the midday meal, and one to two tablets with the evening 
meal. Thereafter the dose is one to two tablets three times 
a day. It is reduced as the hyperglycaemia lessens 
Glycosuria usually disappears within the first week, where- 
upon the dose should be fixed at the minimum which gives 
adequate control. If glycosuria is not less by the end of 
the fourth day the dose of tolbutamide may be increased to 
1.5 g. three times a day and the trial continued for as long 
as three weeks. 
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Patients Controlled on Insulin.—It is advisable to extend 
the observation period in these patients so that the effect 
of reducing the dose of insulin can be tested. For those 
controlled by up to 20 units of insulin a day the dose may 
be reduced by 4 units a day until mild glycosuria occurs, 
provided the situation is reviewed each week. In some of 
these cases it has been found possible to discontinue insulin. 
For those receiving 20-40 units of insulin a day the dose 
must be reduced with more caution. These patients are less 
likely to benefit from tolbutamide therapy, so it is less 
justifiable to risk loss of control of the diabetic state. The 
patient should therefore be seen at least twice a week and the 
dose of insulin reduced by not more than 4 units a day 
at each visit. If the patient finds more than 1%, of sugar 
in his urine (a yellow or orange Benedict or “ clinitest ”) he 
should test his urine for acetone, report to his doctor, and 
return to his previous insulin dosage, Patients receiving 
over 40 units of insulin a day should be admitted to hospital 
for the change over to tolbutamide. When the insulin has 
been reduced so that mild glycosuria occurs regularly, treat- 
ment with tolbutamide may be started. The dose given 1s 
the same as in those patients not receiving insulin, and the 
degree of glycosuria from day to day serves as a guide to 
the effect of treatment. In patients who respond it is usually 
possible to reduce the insulin by about one-fourth on the 
second and subsequent days, till by the end of the fifth day 
insulin is no longer required. If there is no reduction of 
glycosuria after three to four days the dose of tolbutamide 
may be increased to 1.5 g. thrice daily. 

Patients Uncontrolled on Insulin Therapy—lt the patient 
is known not to be controlled by insulin therapy, tolbut 
amide may be started after he has undergone sufficient pre- 
liminary observation to ensure that any subsequent effect oi 
tolbutamide, or lack of effect, will be clearly recognizable 


Response to Tolbutamide 


The rapidity of response to tolbutamide varies in different 
patients, so that a therapeutic trial should last for three 
weeks and be cut short only if there is evidence that the 
diabetes is getting out of control. This is shown in Fig. 1. 
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Fic. 1.—Mean results from 10 diabetics whose hyperglycaemia 

has been controlled subsequently by tolbutamide for up to one 

year. Two of these had recently shown mild acetonuria. The 

rise of mean blood sugar on days 4, 5, and 6 cannot be attributed 

to reducing the insulin dosage, since it also occurs in patients 
not on insulin. 


which refers to a group of patients who were ultimately 
controlled for periods of up to a year. It will be seen that 
in some patients the hyperglycaemia and glycosuria were 
not finally brought under control until the end of the first 
week and in others not until during the second or third week. 
A reduction of glycosuria and hyperglycaemia on the second 
or third day of treatment does not necessarily indicate that 
control will be maintained, as is illustrated in Fig. 2. 

During the period of substitution of insulin by tolbutamide 
we have followed the above routine and have been worried 
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neither by loss of control of the patients’ diabetic state nar 
by the occurrence of hypoglycaemic auacks. Tolbutamide 
is less likely than insulin to produce a hypoglycaemic attack 
because its full effect takes place about four hours after 
administration, by which time the next meal is due. 


Maintenance.—It satisfactory control is achieved the patient 
may be maintained indefinitely on up to 3 g. of tolbutamide 


daily. Such control should not be allowed to encourage 
any relaxation of the dietary restrictions. 
50 i ? 
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Fic. 2.—Mean results from 12 diabetics who showed a temporary 


response to tolbutamide but could not be maintained on it. Five 


of these patients had recently shown heavy acetonuria 
Side-effects—In very few instances so far has tolbutamide 
had to be discontinued because of side-effects. Skin rashes 
appear to be the most common complication. They clear 
within a few days of discontinuing the drug, but anti- 
histamine therapy may be indicated if the patient complains 
of much irritation. Early reports from the Continent sug- 
gested that a gain in weight was to be expected by patients 
maintained on the drug, but the average weight of our 
patients on tolbutamide has not increased during nine months 
or more. Blood dyscrasias, which were the major drawback 
to treatment with the sulphonamide carbutamide, are rarely 
seen with tolbutamide, which is not a_ sulphonamide. 
Renal damage has not been encountered, but it should be 
noted that tolbutamide is excreted in the urine as an oxida- 
tion compound which, under certain circumstances, gives a 
coarse flaky precipitate with sulphosalicylic acid and thus 
might be confused with albumin. 


Long-term Treatment 


Since clinical trials of tolbutamide were begun by the 
Hoechst Laboratories in Germany in August, 1955, some 
150,000 patients have been treated with the drug in this 
country, in Germany, and in the U.S.A. for periods of up 
to two years. Though no one can be certain of the long- 
term effects of the drug, few other drugs can have had more 
extensive trials to ensure their safety. 

We should guard against the mistake of believing that 
control of hyperglycaemia and glycosuria indicates cure of 
diabetes. The main therapeutic problem in the type of 
diabetes in which tolbutamide is successful is to prevent the 
progress of such complications as arterial disease, retinitis, 
neuritis, and renal disease. Insulin probably has some effect 
in preventing or reducing these complications, though it 
certainly has not eradicated them. It will be some years 
before we can assess the value of tolbutamide in the pre- 
vention of complications. So far it seems unlikely that it 
will be more effective than insulin. It will not prevent ketosis 
or the exacerbation of the diabetic state associated with infec- 
tion or trauma. In one of our patients the rapid progress 
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of retinitis and neuritis was not halted during a period ot 
three months, during which time tolbutamide produced satis- 
factory control of the hyperglycaemia and glycosuria. It is 
necessary, therefore, to end on a note of uncertainty. Though 
tolbutamide may effectively control the hyperglycaemia of 
diabetes mellitus, we have yet to learn its effects on the 
progress of the underlying diabetic state and the development 
of diabetic complications. 


Summary 


Tolbutamide has proved an effective and apparently 
safe compound for controlling blood-sugar levels in 
some diabetics, especially the older stable type of 
patient, but there are no means of deciding which 
patients will respond satisfactorily short of an actual 
trial. 

Criteria for selecting patients are given together with 
the details of a scheme which we have found useful in 
testing the patients’ response to tolbutamide. 
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Previous experience (Bertram ef al., 1955; Duncan 
et al., 1956; Wolff et al., 1956) has demonstrated that 
the sulphonylurea carbutamide (BZ 55) when given by 
mouth is capable of controlling the diabetic state in some 
patients. However, carbutamide was shown to have 
occasional toxic effects (Duncan ef al., 1956 ; Phemister, 
1957), and in view of this fact another sulphonylurea, 
tolbutamide, is now being tried. Tolbutamide differs 
from carbutamide in that a methyl group replaces the 
p-amino group. Unlike carbutamide, it is therefore not 
a sulphonamide. 

The present study has been undertaken with the 
following aims: (1) to assess the value of oral tolbut- 
amide therapy in controlling diabetes, particularly in 
newly diagnosed cases ; and in those patients success- 
fully controlled by the drug, to see whether relapse 
occurred when this therapy was discontinued. (2) To 
determine whether tolbutamide behaved as insulin does 
in lowering plasma amino-acid nitrogen and inorganic 
phosphorus. (3) To correlate blood tolbutamide levels 
with the control of sugar in the blood and urine, with 
particular reference to the administration of tolbutamide 
as a single dose and in divided doses. 
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Method 


Of 42 diabetic patients selected for trial with tolbutamide, 
28 were newly diagnosed and had had no treatment prior 
to attendance at the diabetic clinic. Not all new diabetics 
were included ; some refused to come into hospital, some 
had diabetes severe enough to need insulin immediately, 
while in many the diabetes was so mild that dietary restric- 
tion alone was sufficient. Of the diabetics previously diag- 
nosed, two were on insulin but requested tablets, while the 
other 12 were relapsing or badly controlled on their current 
dietary regime without insulin. 

All patients were admitted to the wards and during the 
first week were treated by dietary restriction alone. Diets 
were prepared in the diet kitchen under the supervision of 
the dietitian, and varied from 1,500 to 2,200 calories daily, 
containing from 150 to 220 g. of carbohydrate, depending 
on the patient's height, weight, age, and activity. Patients 
who showed steady diminution of urinary and blood sugars 
during this period were not treated with tolbutamide and 
were excluded from this trial. The remaining 42 diabetics, 
having shown persistent glycosuria and hyperglycaemia 
while on the diet, were started on tolbutamide on the eighth 
They were kept in hospital for at least another week 


day 
On discharge 


and were then seen each week as out-patients 
from hospital the importance of adherence to diet was 
Patients were maintained for a total of six weeks 


stressed 
and thereafter for a further six weeks 


tolbutamide 


on 
on dummy tablets unless relapse occurred, in which case 
tolbutamide was reintroduced. After this period out- 
patient attendances were at fortnightly intervals, and no 


further tablets were prescribed if control was satisfactory. 

The diagnosis of diabetes was confirmed in each new 
case by a standard glucose-tolerance curve. At each out- 
patient visit blood was coilected from all patients for a 
haemoglobin estimation, white-cell count, platelet count, 
and blood-film examination. 

The dosage was 3 g. on the first day and 2 g. daily there- 
after. In the first 28 patients (referred to as group 1) the 
whole of the dose was given in the morning at 8 o'clock, 
whereas in the next 14 (group 2) the dose was divided into 
two equal portions and giverl at 8 a.m. and 12 noon 

Blood sugars were estimated by the method of Hagedorn 
and Jensen (1923). Venous blood was collected at 8 a.m., 
12 noon, 2 p.m., and 6 p.m. on each alternate day while 
in the ward and once at each out-patient attendance. 
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Urine sugar was determined by Benedict’s quantitative 
method (King, 1951). Daily 24-hour specimens were 
analysed in ward patients and at each visit in out-patients. 

Plasma tolbutamide was estimated by the method of 
Forist et al. (1955, personal communication), and two to 
four samples for plasma blanks were taken from each of 19 
patients before treatment was started. Eleven of these were 
on a single dose of tolbutamide and eight on a divided dose. 
Blood was collected at 8 a.m., 12 noon, 2 p.m., aad 6 p.m. 

Plasma amino-acid nitrogen was measured by Folin’s 
method as modified by Danielson (1933) and Frame et al. 
(1943). Blood was taken from 13 group 1 in-patients at 
8 a.m., 12 noon, and 6 p.m. 

Plasma inorganic phosphorus was determined by the 
method of Fiske and Subbarow (1925) in Il group 1 in- 
patients at 8 a.m., 12 noon, and 2 p.m. 


Results 


Of 42 patients treated with tolbutamide, 30 responded 
well, with a return to normoglycaemia, and a complete or 
almost complete disappearance of glycosuria. Twelve patients 
responded poorly or not at all. Of the newly diagnosed 
diabetics, 18 responded well while 10 failed to respond. 
The age, sex, and centile weights of these patients are set 
out in Fig. 1, and it can be seen that the majority of patients 
who responded were middle-aged or elderly, with centile 
weights lying in the 5-95 range, only three being con- 

urine by 
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Fic. 1.—Age, sex, and centile weights of 42 diabetics treated with 
tolbutamide. New diabetics: male ¢, female Previously 
diagnosed diabetics: male é, female ¢. *Centile weights accord- 
ing to Kemsley (1951-2) 


Blood- and Urine-sugar Levels for One Week Before and One Week After Beginning of Tolbutamide 


Treatment 


Taste I. 
| 8 a.m 
rl Mean | 207 
f Control period 1 Range | 116-308 
Group } Mean 172 
19 successes | Treatment ,, { Range 93-345 
|| Reduction in f Mean 35 
{ sugar \| Range 106 to * 
24? 
Control! period 4 
Group 2 } : Mean 207 
successes Treatmen { Range 132-304 
Reduction in Mean 35 
sugar Range 68 to —6 
Mean 251 
{| Controt period { Range 178-340 
Group | | Mean 236 
9“ failures’ 4 Treatment ,, {| Range 188-294 
| | Reduction in Mean 1s 
sugar Range 26 to —18 
. | Mean 250 
Control! period { Range 159-33 
Group 2: } | Mean 263 
3“ failures” | Treatment Range 193-304 
| Reduction in Mean —13 
(| sugar Range 6to —95 


Blood Sugar (mg. 100 mi.) 
Urine Sugar 
12 No | (g./24 Hours) 
2 Noon 2p.m p.m 
148-504 137-504 111-429 1-2-83-3 
167 | 176 10-5 
79-320 82-291 | 88-274 | 
100 89 63 | 16-9 
10 166 to 58 239 to | 141 to luv | 48 to —1-5 
289 279 269 24-4 
132-419 106-449 145-414 4-1-73-3 
| 192 196 210 96 
97-292 118-392 122-375 O-S8 
97 83 | 59 14-8 
168 to SI 255-22 198 to 3 27-1 to —6-4 
314 332 281 50-0 
202-457 189-46! 191-451 18-160 
257 285 278 46-2 
115-377 141-426 197-492 4-0-125 
$7 47 3 3-8 
96 to —12 88 to —12 64to —58 29-2 to —17-5 
| 287 355 37-5 
240-355 188-544 268-566 9-1-106-6 
300 351 315 52-8 
206-414 270-412 262-375 7-3-1562 
~13 10 —15-3 
Wto —57 143 to —89 163 to —33 O2to —45-6 


* Increase in blood-sugar level. 
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Rothera’s test during the control period revealed that ail 
the patients who failed to respond had acetone in the urine. 

Only one of the successfully treated patients had per- 
sistent acetonuria, although some others showed acetone 
on occasion. The mean blood-sugar and urine-sugar levels 
were lower in patients who later responded than in those 
who failed, but there was a wide and overlapping range. 
rhe mean reduction of blood and urine sugars in the suc- 
cessful group is contrasted with that in the failures in 
Fable I. 

Thirty patients who had been successfully controlled by 
tolbutamide while in the ward were maintained on this 
treatment as out-patients for a total of six weeks. Dummy 
tablets were substituted for a further period before dis- 


continuation of all tablets. Fig 2 shows that seven patients 
{c) (7 CASES) 
MONTH iN WHICH | | 
OCCURRED 
MONTHS ! 2 3 2 s 6 7 
TIME UNDER 
OBSERVATION Sel 9 Ivo oo 
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Fic. 2.—Follow-up of 30 cases after discontinuance of tolbuta- 
mide. New diabetics: male ¢, female ©. Previously diagnosed 
diabetics: male ¢, female ? . 


relapsed when tolbutamide was stopped, six within the first 
two months. All but one of the seven had had previous 
treatment for diabetes. Two had been treated with insulin 
immediately before the trial and four had had insulin in the 
past. The one new patient had responded slowly to tolbu- 
tamide but had become normoglycaemic and sugar-free. 
She began to relapse three months after discontinuation of 
tolbutamide. Twenty-three patients remain well controlled 
on dietary regime alone after six weeks on tolbutamide, and 
Fig. 2 shows how long they have so far been observed after 
the discontinuation of tolbutamide without evidence of 
relapse. These 23 patients include all but one of the 18 
newly diagnosed diabetics. Three of this group were above 
the 5 to 95 centile weight range while all the others lay 
within it. 

Of the seven patients who relapsed when tolbutamide was 
discontinued, six responded well to its reintroduction and 
are now again satisfactorily controlled on 2 g. daily. One 
patient developed sepsis of a toe, and this was assumed to be 
responsible for the relapse in her diabetic state. Although 
the sepsis was controlled with penicillin, she failed to re- 
spond to a second course of tolbutamide. Despite coaxing. 
she refused insulin. Carbutamide was therefore substituted 
for tolbutamide in the same dosage (2 g. daily) and led to 
a return to normoglycaemia. 


Biochemical Findings 


Plasma Tolbutamide 

Twenty-eight patients (group 1) were treated with a single 
dose of tolbutamide given at 8 a.m.—3 g. on the first day and 
2 g. thereafter. The next 14 patients (group 2) were given 
the same amount of tolbutamide, but this was split into 
two equal doses, one given at 8 a.m. and the other at 12 
noon. In the patients responding to tolbutamide in the 
ward, the mean reduction in mean blood-sugar levels 
throughout the day and in the 24-hour urine sugar was the 
same whether the patients had been treated with a single or 
divided dose (Table I). The mean levels of plasma tolbuta- 
mide for the first day of treatment and the mean levels 
from the third to the seventh day inclusive are shown in 
Tables Il and III. 

In group | patients, peak levels were reached in from 
four to six hours after the administration of tolbutamide 
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Tolbutamide Given as a Single Daily Dose at 8 a.m 


Taste Il 
Plasma Tolbutamide Levels (ng./ 100 mil.) 


(11 Patients) 


Ist Day of Treatment ird—7th Day of Treatment 


12 Noon| 2 p.m. 6p.m 8a.m. 12 Noon 2 p.m.|6p.m 
Mean 128 13-5 78 0 lit 92 5-6 
Range | 4-5-22-0 | 7-8-18-5 | One estim- 1-8-30-7 | 0-7-22 | 0-166 
ation only 

Taste Ill.—Tolbutamide Given in Two Doses at 8 a.m. and 
12 Noon (8 Patients). Plasma Tolbutamide Levels (meg./ 100 mi.) 

Ist Day of Treatment ir J-7th Day of Treatmen: 

12 Noon, 2p.m. 8a.m. 12 Noon| 2p.m 6p.m 
Mean 43 7-2 2:1 1-3) 6120 89 
Range 20-8-4 | 1-6-13-7 14-266 | 3-8-17-0 | 7-12-5 
and some was still present after 10 hours (mean level 


5.6 mg./ 100 mi., range 0 to 16.6 mg./100 ml.). No tolbuta- 
mide was detected after’ 24 hours. In group 2 patients 
higher tolbutamide levels were found at 6 p.m. (mean levels 
8.9 mg./100 ml., range 5.7 to 12.5 mg./100 ml.), and some 
tolbutamide was occasionally found the next day. The mean 
levels at 2 p.m. (12.0 mg./100 ml., range 3.8 to 17.0 mg./100 
ml.) were somewhat higher than in group 1 patients (9.2 
mg./ 100 ml., range 0.7 to 22 mg./100 ml.) at the same time. 
There were three failures among the group | patients and 
one failure in group 2 on whom plasma tolbutamide was 
determined. Plasma tolbutamide levels similar to those of 
the successes were found in these four failures. 


Plasma Amino-acid Nitrogen 
Out of a total of 207 amino-acid nitrogen estimations, 
only six were above the upper limit of normal (taken as 
7.8 mg./100 ml.); the raised values being 7.9, 8.0, 8.1, 8.1, 
8.3, and 8.7 mg One value of 8.1 mg./100 ml. was found 
during the period of treatment with tolbutamide. The 
other raised values were seen in four patients during the 
control period, but the levels had returned to normal be- 
fore the beginning of treatment. Tolbutamide produced 
some reduction in blood sugar in all the 13 patients con- 
cerned, and in nine patients (“ successes ") the blood sugars 
were substantially reduced. However, it will be seen from 
Tables IV and V that no effect of tolbutamide on the plasma 

amino-acid nitrogen can be demonstrated. 


Tarte 1V.—Plasma Amino-acid Nitrogen Levels (mg./100 mi.) on 
First Day of Tolbutamide Treatment, 3 g. Tolbutamide 
Given at 8 a.m 


Patient 8 a.m. 12 Nooa 2 p.m 6 p.m. 

A.C. 78 70 76 

H. B. 69 67 73 

A.Q 3-5 | 38 3-7 

E.Y 3-5 41 | 3$ 3-8 
G.R 4-3 40 39 
60 | 6-0 
E. M. | | 46 

G.D. $-3 5:3 | 53 

— 

Mean $4 5-2 

Range 3-$-7-8 3-8-7-0 | 35-76 


Taste V.—Plasma Amino-acid Nitrogen Levels (mg./100 mil.) 
During the Control Period and First Week of Treatment with 


Tolbutamide 
Successes (9) Failures” (4) 
Tim. 
Mean Range Mean Range 
Control period Ba 3-7-8-7 | 43 29-61 
8 a.m. Treatment ,, | $8 | 3881 | 40] 2-3-5-3 
Control 1 $3} 33-83.) 33-66 
Boon Treatment | $5 | 3-32-76 | 42 | 2-7-56 
f, Control ,, | 5-5 | 3680 | 46 |) 3661 
\ Treatment ,, 56 | 38-76 | 48 | 35-65 
f Control ,, | 47 | 41-50 | $0 | 39-66 
\ Treatment 5-6 4:2-7-1 49 33-68 
Average daily Control 5:5 3-3-8-7 46 29-66 
level Treatment 5-6 33-81 44 23-68 


| 
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Plasma Inorganic Phosphorus 
Although tolbutamide produced some reduction in blood 
sugar in all the patients studied and in eight patients 
successes ") the blood sugars were substantially reduced, 
it will be seen from Tables VI and VII that no effect on the 
plasma inorganic phosphorus has been demonstrated. 


Taste VI.—Plasma Inorganic Phosphorus Levels (mg./ 100 mil.) 
on First Day of Tolbutamide Treatment. 3 ¢. Tolbutamide 
Given at Sam 


Patient 8 a.m 12 Noon 2 p.m. 
— 

A.¢ | 3-5 4-0 
H.B 3-7 4 41 
E.Y i4 40 40 
L.Z 2-8 3-2 3-0 
E.M. 10 29 
G.D 10 29 33 
E.S 44 43 44 
K.B 43 44 43 
Mean | 3-6 36 38 
Range 28-44 2944 2944 


Taste VII.—-Plasma Inorganic Phosphorus Levels (mg./ 100 mil.) 
During Control Period and First Week of Treatment with 
Tolbutamide 


Successes (8) Failures” (3) 

Time - 
| Mean Range | Mean Range 
; >3-46 | 3042 
J! Control period +4 2 2 

S a.m Treatment 3-5 31-41 
| 

12 J Control 2.3-4+4 3.3 3-2-3-5 
Treatment ,, 27-44 | 33 29-40 
S| Control ,, 34 2S41 19 3045 
Treatment ,, 3s | 29-41 3-6 13-40 
Average daily {| Control 3-46, 2-3-46 +5 30-45 
level \| Treatment ,, 346) 27-44 36 | 2944 


Other Findings 


No toxic effects were recorded in any patients during this 
trial. There were no skin rashes and no changes in the 
blood picture, in the white-cell count, or in the platelet 
count. 

Weight recordings failed to reveal any particular trend. 
The majority showed no weight change while on tolbuta- 
mide. When the tolbutamide was discontinued there was 
a mean reduction of 3 Ib. (1.36 kg.) in weight in patients 
observed over the next two months 


Discussion 

Forty-two diabetic patients presenting with mild symptoms 
of the disease were admitted to the ward and treated with 
tolbutamide when dietary restriction alone had failed to re- 
duce hyperglycaemia and glycosuria. As with carbutamide, 
it soon became apparent that tolbutamide could not con- 
trol the diabetes in all the diabetics to whom it was admini- 
stered. Young diabetics were not included in this trial, nor 
were patients presenting with severe acidosis and pro- 
vocative symptoms of the disease. Even so, of 42 patients 
treated with tolbutamide 12 failed to respond. Although 
none of these could be described as severe diabetics they 
all showed acetone in the urine and tended to have higher 
blood and urinary sugars than those who responded. How- 
ever, there was no reliable method of predicting which 
patient would respond, since one of those who did respond 
showed acetone in the urine while some who responded 
showed higher blood sugars than others who failed 

Patients whose diabetes was controlled successfully by 
tolbutamide in the ward were maintained on this treat- 
ment for a total of six weeks and the drug was then dis- 
continued It is a striking fact that of 18 diabetics newl, 
diagnosed only one has so far relapsed after discontinuation 
of tolbutamide. While it is true that more may relapse 
in time, it seems unjustifiable on this evidence to treat new 
diabetics who respond to tolbutamide for indefinite periods 
with these tablets. The mode of action of the sulphonyl- 
ureas is unknown, as are their long-term effects, and these 
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are good reasons for not prescribing these drugs unneces- 
sarily. It seems preferable to treat responsive diabetics with 
a six-weeks course of tolbutamide, especially as the dru¢ 
can be given again to patients who relapse. There seems 
to be nothing to lose by adopting this plan, for, excepting 
one patient whose relapse was due to sepsis, all the other 
patients who relapsed when tolbutamide was discontinued 
responded equally well when it was reintroduced. 

The purpose of treating diabetics for a limited period 
with tolbutamide is to reduce hyperglycaemia and hence 
to enable the patients by simple dietary restrictions to re- 
main controlled by their endogenous insulin. Dohan and 
Lukens (1947) have shown experimentally in cats that the 
insulin-secreting cells of the pancreas can become exhausted 
in an attempt to control a sustained hyperglycaemia, and 
that reducing the blood sugar may break a vicious circle 
and allow the beta cells to recover. It has been commonly 
observed that many diabetics started on insulin because of 
persistent hyperglycaemia show a steadily diminishing need 
for it, and the insulin can be safely discontinued after a time 
without relapse. It is precisely in this type of diabetic that 
tolbutamide may offer a simple and apparently safe alter- 
native to insulin 

As to the question of dosage, although patients on the 
divided daily dose showed a higher blood level of tolbu- 
tamide at 2 p.m.. 6 p.m., and 8 a.m. the following day 
than patients on the single dose, the mean reduction in 
blood and urinary sugar was the same in both groups where 
the drug was successful. This suggests that the level of 
blood tolbutamide is not the determining factor in the fall 
in blood and urine sugar. The fact that similar levels of 
tolbutamide were found in both successes and failures would 
lead to the same conclusion. 

If tolbutamide acts by stimulating the release of insulin 
from the pancreas (Loubatiéres, 1955), or by inhibiting the 
breakdown of insulin by insulinase (Mirsky ef al., 1956a, 
1956b), the general physiological effects of tolbutamide 
should be those of insulin. Insulin increases glucose uptake 
and the fall in plasma inorganic phosphorus which takes 
place is associated entirely with the peripheral utilization 
of glucose (Nichols, 1955) The fact that in the present 
series the plasma inorganic phosphorus did not fall during 
tolbutamide therapy is in accordance with the findings of 
Renold ef al. (1956) and Purnell et al. (1956) and indicates 
that tolbutamide does not increase glucose uptake. If this is 
so, it can be assumed that tolbutamide does not itself act 
by stimulating the secretion or preventing the destruction of 
insulin. 

Lotspiech (1949) found that insulin promoted the synthesis 
of proteins from amino-acids. The resultant lowering of the 
plasma amino-acid nitrogen level could be seen in normal 
individuals (Luck et al., 1928) as well as in diabetic patients. 
The lack of effect of tolbutamide on the amino-acid nitrogen 
levels in the present trial indicates again that tolbutamide 
does not act in the same way as insulin. 


Summary 

Tolbutamide was used in the treatment of 42 patients 
on standard diets whose diabetes was neither so mild as 
to be controlled by diet alone nor so severe as to need 
insulin immediately. 

All 12 patients who failed to respond showed 
acetonuria with a tendency to higher blood- and urine- 
sugar levels than those treated successfully. 

Thirty patients responded to tolbutamide and were 
maintained on this therapy for six weeks. In 23 of these 
relapse has not occurred so far on discontinuation of 
treatment. 

Seven patients relapsed following discontinuation of 
tolbutamide. The drug was successfully reintroduced in 
six of these. 

When tolbutamide treatment was given in the form of 
1 g. twice daily the concentration of the drug in the 


10, 1957 


blood differed from that found when treatment was by 
a single dose of 2 g. However, the effect on the blood 
and urine sugars was the same in both cases. 
Analyses of plasma amino-acid nitrogen and inorganic 
phosphorus indicate that tolbutamide has a mode of 
action different from thateof insulin. 
No toxic effects due to tolbutamide were observed. 


We express our thanks to the Medical Research Committee 
of the North-west Metropolitan Regional Hospital Board for a 
grant to pursue these studies, and also to the Wellcome Founda- 
tion for supplies of tolbutamide and placebos. We are grateful 
to Dr. J. McSorley for blood estimations, to Mrs. Collins for 
diet supervision, and to Miss J. Savage for laboratory assistance. 
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HALOTHANE: ITS USE IN CLOSED 
CIRCUIT 


BY 
H. REX MARRETT, F.F.A.R.C.S., M.R.C.S. 


Consultant Anaesthetist, Coventry and Warwickshire 
Hospital 


This paper describes experience of the use of halothane 
(“fluothane”) in a closed circuit. Others (Johnstone, 
1956 : Bryce-Smith and O’Brien, 1956) have reported on 
its open and semi-open administration. Halothane was 
given from a standard Marrett apparatus ¢o over 1,550 
cases during a period of nine months. 


Preliminary Trial 

Halothane was placed in the large ether jar of a standard 
Marrett machine. The flow of gas was usually 400-500 ml. 
of oxygen per minute. The level of liquid in the jar was 
not kept constant, but this made no noticeable difference 
to the control setting until the level fell below 2 fl. oz 
(S57 ml.). 

The ether control on the Marrett apparatus is diviced 
into four divisions. During the travel of the control knob 
(see Diagram) from “ off” to “+ on” (the first two divi- 
sions on the scale) only the patient's breath passes into the 
jar. The gases from the flowmeters are delivered direct 
to the inlet unidirectional valve. This range of the control 
is equivalent to the full range of closed-circuit vaporizers 
on most other machines. 

To ascertain the relative strength of halothane, a personal 
trial was undertaken. With half a litre of oxygen a minute 
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and the control set at three-fourths of the first division (see 
Diagram), no irritant effect was noticed ; nor the buzzing in 
the head so characteristic of nitrous oxide and other inhala- 
tion anaesthetics. Loss of consciousness, accompanied by 
marked jaw relaxation and loss of corneal reflex, took three 
minutes, and recovery was complete in five minutes, with 
no subsequent headache or nausea. With the control set 
at the second division (full on for the closed circuit) the 
vapour produced coughing, but was soon tolerated, and loss 
of consciousness took one minute, with 10 minutes for 
recovery and again no headache or nausea. It was therefore 
clear that the concentration was safe and that halothane was 
likely to be most useful for inductions, particularly if an 
intravenous anaesthetic was contraindicated as in the very 
old or emergencies ; it would probably also be useful for 
resistant dental cases, provided only a few breaths were 
given to allow the third stage to be established, It remained, 
however, to find out if there was any accumulation in the 
body after a long administration in closed circuit, or if 
there was any “ build up” of concentration in the breathing 
circuit. 


Induction and Maintenance 


Although premedication causes respiratory depression, for 
the patient’s comfort the premedication usual at this hos- 
pital was continued—that is, “ omnopon,” 4 gr. (22 mg.), 
and scopolamine, 1/150 gr. (0.43 mg.), for the healthy adult 
up to 56; morphine, § gr. (10 mg.), and atropine, 1/100 gr. 
(0.65 mg). were used for the elderly, and atropine, 1/100 gr. 
(0.65 mg.), for the bad risk and those over 70. 

As halothane itself is known to depress respiration, for 
induction a dose of thiopentone varying from 6.15 to 0.25 g. 
was used in healthy adults instead of the usual 0.5 g. The 
mask was then placed on the face with the halothane con- 
trol at three-fourths of the first division and an oxygen flow 
of half a litre a minute. Sometimes the respiratory depres- 
sion from the thiopentone persisted when the halothane was 
added, though normal respirations would return immediately 
after a painful stimulus or pulling on the chin. At this 
stage a tough individual might become restless, but if the 
contro! was put to the second division (full on) he would 
quieten after three or four breaths, although he might 
cough. With a strong vapour patients might cough, but 
laryngeal spasm was never encountered, nor was it possible 
to produce one purposely——a most useful attribute. 

For a major abdominal operation the control was then 
slowly advanced until the abdomen relaxed. At this stage 
depth of respiration was normal for the closed circuit, and 
blind or direct intubation could be performed early owing 
to the complete relaxation of the jaw and larynx. After this 
all cases were conducted on the principle of physiological 
breathing, full relaxation for all abdominal operations always 
being obtainable. At the start of the series p-tubocurarine 
was used in doses of 5-10 mg. for abdominal operations, 
but with further experience this proved unnecessary ; also, 
apnoea often occurred and the systolic pressure might fall as 
low as 45 mm. Hg, although this would rise quickly after 
an injection of atropine, 1/100 er. (0.65 mg.). 

The maintenance of anaesthesia was usually with the 
control set at three-fourths of the first division 2°, halothane, 
and at the first division 2.4% for abdominals. A setting be- 
yond the first division was always too much. The margin 
between light and deep anaesthesia was narrow, so if the 
patient became too “light” a few breaths of a slightly 
stronger concentration would soon settle him; but unless 
this concentration was very soon reduced apnoea developed. 
If from overdose respiration became too shallow recovery 
occurred quickly on cutting down or turning off the halo- 
thane. On closure of the peritoneum the halothane and 
soda lime were switched off, and nitrous oxide, oxygen, and 
air substituted for the remainder of the operation. 

The patients all recovered quietly, with a remarkable lack 
of post-operative vomiting and nausea, and were quite 
obviously little affected by their operation when seen the 
following day. There was never the slightest suggestion of 
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accumulation of the drug : all patients recovered their jaw 
tone and swallowing reflexes within a few minutes of leaving 
the theatre, however long their anaesthesia. Nor was there 
any “ build up™ of concentration during administration, as 
the drug had to be given for the most part continually, 
otherwise the patient quickly showed signs of becoming 
“light.” Consumption varied between 4 ml. and 6 ml. pet 
hour. Considering the high price of halothane, this is very 
economical compared with open and semi-open administra- 
trons 
Discussion 
The fact that halothane produces a fall in blood pressure 


gives rise to no anxiety unless there is serious loss of blood 
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halothane has proved most useful in the conduct of such diffi- 
cult minor operations, from the anaesthetist’s point of view, 
as gynaecological examinations. The legs of such patients 
can be relaxed for the lithotomy position within a minute 
or two and the abdominal wall relaxed for ease of examin- 
ation. Versions are also easy to perform, Likewise cysto- 
scopies in males are quickly performed without a mobile 
patient or unnecessarily deep anaesthesia. Being non- 
explosive and non-inflammable, halothane simplifies the 
inaesthetic technique if diathermy is needed. 

Halothane has been most useful for bronchoscopies and 
oesophagoscopies. For the former a “sleep” dose of 
thiopentone (0.1-0.2 g.) is given, followed by halothane and 
oxygen for about three minutes. A bron- 
chial sucker tube is then inserted 3 in. (7.6 


cm.) into the trachea and anaesthesia is 
maintained by insufflation with halothane 
and oxygen. This results in quiet respira- 
tion and no coughing, and obviates the need 
for local analgesics. My experience of halo- 
thane for chairside anaesthesia in dentistry 
is limited, but it has proved most useful in 
hastening the resistant patient into the third 
stage when using nitrous oxide and oxygen. 
Only a few breaths should be given, so that 
> the reflexes return quickly. 

Lastly, halothane’s chemical reactions 
must be briefly mentioned. It is perfectly 
stable and does not react with soda lime. 
Although halothane has been used continu- 
ously for the past nine months in a Marrett 
apparatus, there has been no chemical 
damage to the mechanism of the machine, 
nor has there been any noticeable effect on 


Sketch of the apparatus. 


or p-tubocurarine has been given. For this reason halothane 
should not be used in operations where blood loss is inevit- 
able, such as caesarean sections and some orthopaedic oper- 
ations, unless a transfusion is started at the outset. Further, 
if an unexpected loss of blood occurs during an operation 
under halothane anaesthesia, the blood must be replaced 
before the patient is returned to the ward. In operations 
where a raw surface is left--for example, tonsillectomy, 
cholecystectomy, etc.-such areas were often found to start 
oozing again when the halothane was turned off. I suggest 
therefore that in these cases the halothane should be turned 
off for several minutes so that any oozing can be dealt 
with, and then turned on again if necessary to produce 
relaxation for closure of the peritoneum ; otherwise there 
is a risk of reactionary haemorrhage, This vasodilatation 
bears no relation to the level of the blood pressure and also 
occurs during induction, when again the halothane con- 
centration in the blood is low. On the other hand, during 
surgical anaesthesia, when the halothane concentration is 
higher vasoconstriction occurs, giving a relatively blood- 
less field. Again this is unrelated to the blood pressure. 

In the series described | in 400,000 adrenaline in normal 
saline was used for infiltration in mastectomies, thyroid- 
ectomies, and abdomino-perineal operations, etc., in quanti- 
ties ranging from 200 to 400 ml. without effect on the pulse. 
No adverse action on the heart due to halothane was noted, 
although some of the cases were known to have conditions 
such as recent rheumatic fever, mitral stenosis, and auri- 
cular fibrillation. 

Halothane is most useful for the induction of bad-risk 
emergency cases, because it is non-irritant and the passage 
through the second stage until the jaw and larynx are 
sufficiently relaxed for intubation is rapid and tranquil. 

With increasing experience the use of p-tubocurarine with 
halothane was abandoned, as adequate abdominal relaxation 
could be obtained when using the closed circuit and easily 
maintained on a low concentration 2-2.4% of anaesthetic 


This property of 


without recourse to controlled respiration 


the corrugated tubes or reservoir bag. Halo- 
thane ts known to attack metals, particu- 
larly aluminium and tin, in the presence of moisture, but 
my experience suggests that if the apparatus is made of 
chrome, nickelled brass, and copper these reactions are of 
no consequence. 
Summary 

The administration of halothane (“fluothane™) in 
closed circuit with a Marrett apparatus for both induc- 
tion and maintenance of anaesthesia is reported, and the 
techniques are described. Halothane was used to anaes- 
thetize over 1,550 unselected cases during a period of 
nine months. There were no deaths during anaesthesia 
or in the post-operative period. 

Anaesthesia was characterized by a smooth induction, 
excellent relaxation, without the need for relaxants, and 
the rarity of post-operative nausea and vomiting and 
shock. Halothane also proved particularly useful for 
minor procedures where maximum relaxation is required, 
such as gynaecological examinations and versions, and 
for various endoscopic examinations. Being non-inflam- 
mable, halothane is safe to use with diathermy. No 
corrosive action on the Marrett apparatus used in the 
trial was observed. 


So far as disadvantages are concerned, profound re- 
spiratory depression was invariably due to overdosage ; 
this can quite easily be avoided, as only a moderate dose 
is required to obtain excellent abdominal relaxation. 
The fall in blood pressure caused by halothane consti- 
tutes no hazard unless aggravated by blood loss or the 
use of p-tubocurarine. The latter was found to be un- 
necessary, as relaxation was excellent without it. When 
halothane is turned off previously dry raw surfaces tend 
to ooze. This must be guarded against because of the 
possibility of unseen reactionary haemorrhage, and a 
method of doing so is suggested. 
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The indications and contraindications for the use of 
halothane are discussed, and it is concluded that the drug 
can be successfully and safely used in a standard closed- 
circuit apparatus. 

I wish to thank Dr. L. B. Wevill and Mr. A. G. Fishburn, of 
Imperial Chemical (Pharmaceuticals) Limited, for the supplies 


of “ fluothane” and chemical reports on its properties. Also 
Airmed Ltd., of Harlow, Essex, for the drawing 
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SARCOSPORIDIOSIS IN MAN WITH 
PERIARTERITIS NODOSA* 


BY 
R. J. McGILL, M.B., M.R.C.P.Ed. 


Physician, Royal South Hants Hospital, Southampton, and 
Lymington and Milford Hospitals, Hants 


AND 


R. A. GOODBODY, M.D. 
Pathologist, Royal South Hants Hospital, Southampton 


Sarcosporidiosis is a very common protozoal parasitic 
infestation of muscle fibres in animals in this and many 
other countries ; it has rarely been observed in man. 
Since its discovery first in mice by Meischer, in 1843, it 
has been extensively studied in animals. 

The life-cycle remains unknown, but the spores are 
probably ingested in food and eventually gain entry to 
the striated musculature. There they form large cysts 
within individual muscle fibres and may attain 5 mm. in 
length. Each cyst when fully developed shows charac- 
teristic division by septa into chambers containing 
myriads of sickle-shaped spores, which appear to 
degenerate towards the centre. Infestation has often 
appeared to be harmless in animals, but when heavy it 
has produced serious pathological effects and death. 
Transmission to other animals is probably due to rup- 
ture of cysts into the alimentary canal and faecal con- 
tamination of food thereby (Scott, 1943). We suggest 
that the disease is conveyed from animals to man by 
means of contamination of uncooked food by animal 
faeces. 

We have reviewed the human cases reported, and we 
accept the eight cited by Feng (1932), who added a case 
of his own, two reported by Vuillemin (1902), and one 
each by Lorenz (1904), Hewitt (1933), Gilmore ef ai. 
(1942), Kean and Grocott (1945), Pugh (1950), and 
Mackinnon and Abbott (1955). 

An eighteenth case is here reported because of the 
apparent rarity of the condition in man and also because 
the parasitic infestation was associated with various 
pathological lesions, including periarteritis nodosa, which 
have not been described before. In addition, no pre- 
vious case has come to full necropsy examination. A 
complement-fixation test devised by Awad and Lainson 
(1954) has been used in the present case for the first time 
in establishing the diagnosis during life. 


Case Report 
A European official aged 60, retired from India before 
1939, was" well until April, 1953. Suddenly he collapsed. 


~*Based on papers read before the Wessex Physicians Club and 
the Association of Clinical Pathologists. 


almost losing consciousness, with, however, no specific weak - 
ness, and next morning he had recovered fully. Eight 
months later he suddenly lost the use of his right arm, and 
examination revealed diminished power there with increased 
tendon reflexes but no sensory changes. Complete re- 
covery gradually took place during the next two weeks. One 
month later a similar sudden weakness of the left arm 
occurred and again recovery was rapid. Complete physical 
examination then proved normal, and the B.P. was 140/80. 
During the next five months exertional dyspnoea began 
and rapidly increased. Chest radiographs revealed scattered 
ill-defined but discrete opacities in both lung fields, sug- 
gestive of disseminated vascular lesions ; biopsy of a pectoral 
muscle was therefore performed. Subsequently a_ right 
homonymous hemianopia developed with right hemiparesis. 
headache, and mental deterioration. The signs of congestive 
cardiac failure progressed, and he died on June 21, 1954. 

Laboratory Investigations——No abnormality was found in 
the blood count and differential count on any occasion. 
The urine’ was repeatedly normal. The C.S.F. was normal 
E.S.R. was 30 mm. in one hour, rising later to 80 mm. in one 
hour ; serum albumin, 3.4 g. per 100 ml.; serum globulin, 
3.0 g. per 100 ml.; liver-function tests normal; W.R. 
negative; serum complement-fixation test for sarco- 
sporidiosis, positive 1:32: complement-fixation test for 
toxoplasmosis negative. 

Three series of electrocardiograms taken in the last week 
of his life showed combined heart strain. 

Muscle Biopsy —No evidence of periarteritis nodosa was 
found, but a number of cystic structures were seen within 
individual muscle fibres (see Fig.). Each cyst had a delicate 


Left-side pectoral muscle with sarcocyst. Note very oy capsule 


and internal septa. A thin rim of sarcoplasm still surrounds the 
parasite. (H. and E. x 145.) 


hyaline wall and contained a large number of minute baso- 
philic sickle-shaped spores. In longitudinal section the cysts 
were seen to be at least 1 mm. in length and to be divided by 
septa into separate chambers. The spores seemed to be 
produced at the periphery and to degenerate towards the 
centre of the cyst. No inflammatory reaction was found 
These appearances are typical of sarcosporidium (Sarco- 
cystis). 


Necropsy Findings 


Necropsy confirmed that death was due to congestive right 
heart failure. The heart was moderately enlarged owing to 
left and right ventricular dilatation. Attached toe the base 
of the tricuspid valve and spreading on to the ventricular 
and auricular walls was an enormous mass of friable grape- 
like vegetations ; smaller vegetations arose in the pulmonary 
conus and from the papillary muscles. No vegetation was 
found within the left heart, but the interventricular septum 
showed fibrous scarring. The lungs were bulky, and all 
lobes contained small, firm, often yellowish stellate scars. 
associated with which were multiple thrombi in the branches 
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of the pulmonary arteries. The left kidney contained a 
recent infarct at one pole; small infarcts were present in 
the spleen. The liver showed severe chronic venous con- 
gestion. 

A number of lesions were present in the brain. The left 
occipital pole was infarcted, apparently owing to thrombosis 
of the left posterior cerebral artery, and there were several 
small superficial cortical infarcts—two in the left parieto- 
occipital cortex and one in the right frontal cortex. 

Microscopical examination showed the vegetation in the 
right heart to be granulomatous in nature. Its delicate 
fronds had a structureless acellular core apparently com- 
posed of laminated fibrin clothed with a thick layer of 
loosely packed endothelial cells, quite frequently in mitosis. 
Very few leucocytes were present and no bacterial colonies. 
The heart muscle beneath was scarred, and several coronary 
arterioles showed necrotizing arteritis. No sarcosporidial 
cysts were recognized with certainty in the myocardium. 
The pulmonary lesions were also largely vascular and typical 
of periarteritis nodosa. Often monocytic infiltration sur- 
rounded the thrombosed arteries, whilst older lesions showed 
organization and fibrosis. In the kidney the wall of the 
thrombosed polar artery showed gross destruction and dis- 
organization with replacement fibrosis and intimal prolifera- 
tion. An occasional hepatic arteriole was occluded by a plug 
of monocytic cells. A subacute arteritis affected the super- 
ficial cerebral vessels related to the cortical infarcts. Sur- 
rounding such arteries there was an intense monocytic in- 
filtration, with occasional polymorphs and plasma cells. The 
arterial wall was in places necrotic, but no giant cells were 
seen The cortical lesions were typical of ischaemic 
infarction. 

Discussion 

The occurrence of periarteritis nodosa in the present case 
seems likely to be related to the parasitic infestation. 
Experimental pathology has incriminated bacterial hyper- 
sensitivity in the aetiology of periarteritis nodosa (Pagel. 
1951), and the disease has already been described in associa- 
tion with another protozoal disease—namely, trichiniasis 
(Reimann et al., 1943). The presence of antibodies to 
sarcosporidia was demonstrated in the present case by the 
new complement-fixation reaction. Absence of an inflamma- 
tory reaction around the intact cysts would perhaps suggest 
that in this phase the organism may not be antigenic. How- 
ever, an alternative explanation is the presence of the thick 
hyaline capsule, which may be impervious to the passage of 
antigenic protein. Spores from ruptured cysts were utilized 
to provide antigen in the complement-fixation test, and the 
presence of an antibody to them was demonstrated. Thus 
it is possible that cysts when they do rupture produce an 
allergic reaction, manifest as periarteritis nodosa. It is 
further possible that an as yet unobserved stage in the life- 
cycle of sarcosporidia may have been responsible for these 
pathological changes. 

All the cases of human sarcosporidiosis previously reported 
have been diagnosed by the accidental discovery of the para- 
site in voluntary or cardiac muscle. With two possible 
exceptions the condition has been asymptomatic. Lorenz 
(1904) notes the occurrence of associated dermatomyositis, 
while Pugh (1950) found sarcosporidia in a case manifesting 
transient recurrent subcutaneous nodules resembling 
urticaria with an eosinophilia. A few cases of reaction to 
the parasite have been reported in the veterinary literature, 
and include myositis, heart-block, congestive heart failure, 
and an eosinophilic reaction (Saloman, 1935; Clark and 
Jackson, 1942 ; Wang. 1950). 

The pathogenesis of the granulomatous vegetation in the 
right heart is obscure. Largely composed of proliferating 
endothelial cells, it seems more likely to represent a local 
reaction to the presence of a parasite than a tissue response 
of an allergic nature. The vegetation contained basophilic 
granules, but these could not be recognized definitely as 
parasites. Similar endothelial proliferation was seen in the 
lungs, liver, and cerebral arteries, and is not typical of 
periarteritis nodosa. 
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An attempt by us to transmit the infection to mice was 
unsuccessful. Animals were fed with suspensions of muscle 
tissue and the cardiac vegetation, and a second group re- 
ceived intraperitoneal inoculation. After twelve weeks the 
mice were killed, and preparations of cardiac and voluntary 
muscle were examined. No evidence of infection was ob- 
tained. Many previous attempts to demonstrate the path- 
ways of transmission of the sarcosporidium have also been 
made without success. Experimental infections have been 
difficult to establish, and the feeding of large numbers of 
cysts to various animal species has usually failed to transmit 
the disease. 

In view of the very heavy infestation of domestic animals 
used for food in this country, the incidence of human in- 
festation must be much higher than the small number of 
cases reported in the literature would lead one to expect. 
With others we consider that the apparent infrequency of 
this condition is simply due to the fact that it has not been 
sought for in muscle fibres. 

A survey of sera from a cross-section of the population 
using the complement-fixation test of Awad and Lainson 
would provide interesting data on the frequency of human 
sarcosporidiosis. 

Summary 

Sarcosporidiosis in animals and man is_ briefly 
described. 

The literature in human cases is reviewed, and the 
eighteenth case is recorded. This is the first human case 
to have the diagnosis confirmed in life by the new 
complement-fixation test and to come to full necropsy. 

Periarteritis nodosa was also present, and its associa- 
tion with sarcosporidiosis is discussed. 

An unusual granulomatous condition was found in 
the right heart. 


We are indebted to Dr. C. H. Devereux for referring this case 
to us, and to Dr. F. I. Awad, Major E. J. Balmer, Dr. L. B. 
Blair, Colonel C. F. J. Cropper, Dr. E. S. Duthie, Lieutenant- 
Colonel A. M. Pugh, and Mr. K. G. Morgan for their assistance 


ADDENDUM.——The results of the complement-fixation tests 
are significant in view of the recent investigations by Dr. 
I. A. B. Cathie (Lancet, 1957, 1, 816) on the occurrence of 
antibodies to sarcocystis and toxoplasma. 
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The Scientific Film Association has recently issued a cata- 
logue of films on cerebral palsy. The listed films are grouped 
according to their bearing on the disease, the sections being 
physiology, aetiology, clinical (general), clinical (case 
records), clinical (differential diagnosis), treatment, and 
general. An index of film titles is included. In common 
with the other S.F.A. catalogues of films a description of 
each film is given, together with size, running time, and the 
name of the distributor. Intending borrowers may book 
films through the S.F.A., but the association itself does not 
distribute the films. The publication of this catalogue has 
been made possible by a grant from the National Spastics 
Society. The catalogue is obtainable from the Scientific 
Film Association, 164, Shaftesbury Avenue, London, W.C.2 
(price 2s. 6d. net). 
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CAVERNOUS TRANSFORMATION OF 
THE PORTAL VEIN FOLLOWING 
UMBILICAL SEPSIS 


BY 


K. SOMERS, M.B., M.R.C.P. 
Hospital for Sick Children, Great Ormond Street, London 


The interpretation of splenomegaly in childhood is often 
difficult. When infective conditions, blood dyscrasias, 
reticuloses, lipoidoses, and cirrhosis of the liver have 
been excluded, there remain some cases of splenomegaly 
in which no obvious disorder can be demonstrated. A 
number have formerly been diagnosed as Banti’s disease, 
the existence of which as an entity is doubtful. The 
syndrome is no longer regarded as a primary condition 
(Sherlock, 1955). A variety of conditions resulting in 
portal hypertension—for example, cirrhosis of the liver 
and obstruction of the portal vein—may produce it. The 
use of the descriptive term “chronic congestive spleno- 
megaly ” is therefore preferable. 

Whipple (1945) classified portal hypertension into two 
major categories—those in which obstruction to portal 
blood flow is intrahepatic and those in which obstruction 
is extrahepatic. Cirrhosis of the liver is by far the 
commonest cause of intrahepatic portal obstruction. 

Extrahepatic portal obstruction is commonly due to 
thrombosis of the portal vein. Less commoniy, 
cavernous transformation of the portal vein may cause 
extrahepatic portal obstruction. The condition has often 
been reviewed, notably by Klemperer (1928) and more 
recently by Gibson and Richards (1955) and Parker and 
Seal (1955), and with reference to the surgery of portal 
hypertension by Learmonth (1951), Walker (1954), Hunt 
and Whittard (1954), and Schuckmell, Grove, and 
Remenchik (1955). 

Pick (1909) first postulated that the lesion was an 
angioma, and Walker (1954) stated that it was congenital 
in origin, a true venous angioma. Gibson and Richards 
(1955) reject the previously used term “ cavernomatous ~ 
transformation in preference for cavernous transforma- 
tion, which was used by earlier German writers. They 
state that the condition is seldom if ever a hamartoma 
and never a true neoplasm. Together with Parker and 
Seal (1955), on the basis of post-mortem findings, they 
regard thrombosis of the portal vein and its tributaries 
as of major importance in the pathogenesis of cavernous 
transformation, recanalization, and the development of 
collateral circulation resulting in the cavernous picture. 
Although historical evidence was lacking in their cases, 
they concluded that thrombosis was probably a compli- 
cation of past intra-abdominal infection—for example, 
umbilical sepsis in the neonatal period and appendicitis 
—a theory suggested by Wallgren (1927). The possi- 
bility of extension of the normal obliterative process in 
the umbilical vein into the portal vein after birth was 
not entirely excluded. 

Van Crefeld and Levy (1930) suggested that cavernous 
transformation in their patient, a 4-year-old boy, resulted 
from the transmission of umbilical infection along the 
umbilical vein to involve the portal veins. Cavernous 
transformation of the portal vein in the case reported 
here, proved at percutaneous splenic venography, is of 
interest because of the positive history of umbilical sepsis 
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and of the presentation as splenomegaly without any of 
the complicating features of portal hypertension, par- 
ticularly bleeding from oesophageal varices. 


Case Report 


A girl of 74 years was first seen after an exacerbation of 
upper abdominal pain which she had had for the previous 
two years. The spleen was palpable three-fingerbreadths 
below the costal margin and she was referred to Great 
Ormond Street. 

The history on admission was that she had been born of a 
normal pregnancy and there had been no neonatal jaundice. 
Apart from mild bouts of abdominal pain she had been an 
active healthy child. Her growth and development had been 
normal. 

She had never been abroad, and there was no past history 
suggestive of hepatitis, nor was there a family history of 
blood disorder. Splenomegaly was the only abnormal 
physical finding. Routine haematological investigations and 
liver-function tests were within normal limits. X-ray examin- 
ation of the bones revealed no infiltrative lesion. The Wasser- 
mann reaction was negative. Cirrhosis of the liver was 
thought to be a possible diagnosis. 

She was readmitted for review eighteen months later, when 
aged 9 years. Since her previous admission she had bruised 
easily and had had occasional mild abdominal pain. Apart 
from a cold associated with enlarged cervical lymph nodes 
for the past fortnight, she had remained well. There had 
been no episodes of haematemesis or melaena. On direct 
questioning the mother stated that the child when 17 days 
old had been admitted to a local hospital with an inflamed 
anterior abdomen. On inquiry, the hospital reported: 
“She was suffering from cellulitis . . . arising from sepsis 
of the umbilicus.” She had been treated with penicillin 
and apparently recovered uneventfully. 

On examination she looked well, apart from a few recent 
bruises on the legs. There was no jaundice, anaemia, or 
purpura. She had no vascular spiders. The posterior 
cervical lymph nodes were enlarged and tender on the right 
side. The throat looked healthy. A firm, non-tender spleen 
was palpable four-fingerbreadths below the left costal 
margin. The liver was not palpable, and there was no 
ascites. 

Haematological investigations showed: haemoglobin, 
11.6 g. per 100 ml. (79°.) ; film, normal ; reticulocytes, 1.2%, : 
white cells, 3,800 per c.mm. (neutrophils 80°,, eosinophils 
3%, lymphocytes 16%, monocytes 1%); platelet count, 
222,000 per c.mm.; E.S.R., 17 mm. per hour. Coagulation 
time (Lee and White), 3 minutes at 37° C.; bleeding-time, 
7 minutes (Duke's method): prothrombin time (1 stage), 
11 seconds; red-cell fragility, normal. Bone-marrow 
examination was normal. Biochemical tests revealed: 
bilirubin, less than 0.5 mg. per 100 ml. ; thymol turbidity, 
2 units: zinc sulphate turbidity, 6 units; alkaline phos- 
phatase, 5 (K.A.) units; plasma proteins, albumin 3.91 g.. 
globulin 3.11 g. per 100 mil. ; electrophoresis, normal ; blood 
urea, 25 mg. per 100 ml. ; urine, no excess urobilin. Barium 
swallow with Valsalva manceuvre revealed no oesophageal 
varices, and stools were negative for occult blood. Repeat 
x-ray examination of the bones revealed nothing ab- 
normal. 

The cervical lymph nodes subsided in a few days, con- 
firming their infective origin. Further blood counts con- 
tinued to show mild anaemia (haemoglobin, 79 to 84%), 
leucopenia (W.B.C., 2,300 to 3,800 per c.mm.), and thrombo- 
cytopenia (platelets, 159,000 to 184,000 per c.mm.). The 
cause of the splenomegaly remained uncertain. A _ provi- 
sional diagnosis of portal hypertension probably due to 
extrahepatic portal venous obstruction was made. Cirrhosis 
of the liver seemed an unlikely cause because of her normal 
development and absence of clinical stigmata of the disease. 
She was referred to Dr. Sheila Sherlock at Hammersmith 
Hospital, where a percutaneous transplenic portal venogram 
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was done under general anaesthesia. At the same time a 
liver biopsy was obtained, the consistency of which felt 
normal and microscopically showed no abnormalities. 

At portal venography, as described by Atkinson, Barnett, 
Sherlock, and Steiner (1955), splenic pressure was 10 mm 
Hg (normal 3-17 mm. Hg). Dr. R. E. Steiner's report on 
the venogram stated that the film clearly demonstrated ex- 
tensive cavernous transformation of the portal vein. Some 


of the contrast medium had in fact reached the liver and 
a lot of blood was shunted through extensive gastric varices 
and mediastinal veins into the azygos vein (see Fig.). 


Percutaneous transplenic venogram showing extensive caveraous 
transformation of the portal vein. 


To conclude, this patient had extrahepatic portal obstruc- 
tion, doubtless resulting from thrombosis of the portal vein 
following neonatal umbilical sepsis. 


Discussion 


Cavernous transformation of the portal vein is most prob- 
ably a sequel to portal vein thrombosis, which begins as a 
complication of one or other intra-abdominal infection 
Umbilical sepsis in infancy could certainly cause portal 
thrombosis without recognizable signs at the time. In later 
life it might be difficult, if not impossible, to prove that this 
has occurred. 

A history of umbilical sepsis was wanting on first admis- 
sion. Even after portal venography a congenital anomaly 
was thought a possible explanation for the cavernous trans 
formation. The documented history of neonatal umbilical 
sepsis was not learnt until later. Despite adequate treatment 
it had been followed by portal venous obstruction. The 
importance of umbilical sepsis as a cause of intrahepatic 
portal obstruction is particularly significant in the paediatric 
age group. 

The clinical diagnosis of extrahepatic portal venous 
obstruction was confirmed by portal venography. Until 
recently extrahepatic portal obstruction could be diagnosed 
only at laparotomy. In the last five years percutaneous 
transplenic portal venography has become a _ recognized 
procedure in the clinical investigation of suspected cases of 
portal hypertension (Atkinson ef al., 1955). It is possible 
to make accurate diagnosis and locate an obstruction or 
other anomaly of the portal vein. A greater proportion of 
oesophageal varices are revealed in this way than either by 
barium swallow or by oesophagoscopy alone or in combina- 
tion. With careful technique it is free of serious risk in 
selected cases. 
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With development of surgical operations for the relief of 
portal hypertension, portal venography is advisable to diag- 
nose the site and nature of obstruction. The venogram 
obtained determines the most appropriate procedure. Throm- 
botic occlusion of the portal vein or its tributaries virtually 
precludes porto-splenic anastomotic operations, as the part 
of splenic or portal vein remaining patent is usually inade- 
quate for an anastomotic operation. 

Haematemesis from bleeding oesophageal varices is a 
common complication of portal hypertension from extra- 
hepatic portal obstruction. Because the patient has had 
none, portal hypertension is unlikely to be marked. The 
impression is confirmed by a normal intrasplenic pressure at 
venography, and it looks as if the colossal collateral azygos 
circulation has relieved any portal hypertension that might 
have been present previously. 

Although varices were outlined at venography in the above 
case, it is possible that the child might never suffer from 
haematemesis. 

Chronic neurological complications are particularly com- 
mon in association with portal venous thrombosis (Sherlock, 
Summerskill, White, and Phear, 1954). Fortunately, again, 
the above patient did not show any of the neurological 
symptoms and signs of porto-systemic encephalopathy. 

The blood picture of mild anaemia, leucopenia and 
thrombocytopenia, and prolonged bleeding-time suggests 
hypersplenism. She will certainly have to be closely watched 
with regard to her blood picture. 

Abdominal pain of one sort or another is a common 
symptom in cases of cavernous transformation, and may 
even suggest intestinal obstruction. Gibson and Richards 
(1955) offer as explanation minor attacks of thrombosis in 
peripheral radicles of the portal vein. In three of their 
cases sudden massive thrombosis of the superior mesenteric 
vein resulted in fatal intestinal infarction. The attacks otf 
upper abdominal pain in the above case, though mild and 
transient, need careful observation, but it would be difficult 
to prove whether or not these are due to minor episodes 
of thrombosis. 


Summary 


A case of cavernous transformation of the portal vein 
following neonatal umbilical sepsis, proved on _per- 
cutaneous transplenic portal venography, is described in 
a 9-year-old girl who first presented with abdominal pain 
and splenomegaly. 

The diagnosis and complications of extrahepatic portal 
obstruction are discussed with reference to recent views 
on the aetiology and clinical picture of cavernous trans- 
formation of the portal vein. A greater recognition of 
neonatal umbilical sepsis as a cause of portal hyper- 
tension in childhood is indicated. 

Thanks are due to Dr. A. P. Norman and Dr. Sheila Sherlock 
for their encouragement; to Dr. R. E. Steiner for permission to 


use the findings at portal venography, and to Mr. Derek Martin 
for the x-ray photograph. 
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EFFECT OF A GLUTEN-FREE DIET 
IN IDIOPATHIC STEATORRHOEA 


BY 


ALEXANDER BROWN, M.D., F.R.C.P.Ed. 
F.R.F.P.S, 
University Department of Medicine, 
Royal Infirmary, Glasgow 


It is now well established that some children with defec- 
tive fat absorption are affected unfavourably by the in- 
clusion of wheat gluten in the diet. It seems. indeed, 
that there is in such cases an inherent abnormality in 
the gastro-intestinal tract which may not be sufficient in 
itself to disturb the assimilation of fat, and that the 
steatorrhoea may be gluten-induced. 

The incidence of the “gluten-induced” type of 
steatorrhoea among young coeliacs is high. Ross et al. 
(1955) report that 28 out of 30 with the coeliac syndrome 
responded to a gluten-free diet. Since the condition is 
a chronic relapsing disorder which even in its less overt 
forms is capable of having a very adverse influence on 
growth and development (Gerrard ef al., 1955 ; Lindsay 
et al., 1956), assessment of the value, and limitations, of 
the treatment is of obvious practical importance. It 
may also help to throw some light on the alimentary 
defect which exists in these patients. 

The purpose of the present report is to describe the 
remarkable benefit achieved by a gluten-free diet in two 
adolescents with established steatorrhoea and in one 
woman of 40 in whom the diagnosis had been made eight 
years previously, but in whom the disease may have been 
present for a much longer time. 


Case L 


A girl aged 13 had been a known coeliac for eight years 
when she was admitted to the medical unit with obvious 
malnutrition, a megaloblastic anaemia, gastric achlorhydria 
(histamine-responsive), and defective fat absorption (77% 
absorption over a 10-day period). The radiological appear- 
ances of the small intestine were typical of steatorrhoea 
and there was defective absorption of glucose given by 
mouth. Serum vitamin By levels were normal (370 »ug./ 
ml.), but a folic acid excretion test indicated marked 
deficiency: plasma folic acid=0.24 ug./litre (1 mg. of folic 
acid given by mouth); plasma folic acid=0.88 yg. /litre one 
hour later; five-hour urine folic acid=6.7 pg. 

A gluten-free diet was begun on June 29, 1953 ; no other 
treatment was given. Under these conditions there was a 
reversion of erythropoiesis from the megaloblastic to the 
normobliastic type, but the blood picture remained unaltered 
(R.B.C., 3,870,000 per c.mm.; Hb, 65%) one month later. 
Folic acid (20 mg. a day) was given from July 30 to 
August 10 (in addition to the diet). No haematological 
improvement resulted. A further folic acid excretion test 
showed that the deficiency had been made good. In view 
of the presence of a dimorphic blood picture suggesting a 
defect in haemoglobination, oral iron therapy was given 
from August 10 to September 1. It was without benefit, 
and iron-absorption tests indicated that this was due to 
defective absorption. Intravenous iron (900 mg.) was given 
from September 5. It was followed by a rise in blood 
values (to 4,900,000 per c.mm. and 80%) in 10 days. 

The gluten-free diet was continued for 15 months, until 
September, 1954. The patient remained in excellent health 
and showed a weight increase of 26 Ib. (11.8 kg). The 
gluten-free diet was discontinued in September. In January, 
1955, the general condition was normal; there were no 
symptoms, and there was no anaemia. 
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After about 15 months (January-February, 1956) on 
normal diet she developed pallor and languor, and was 
reinvestigated in the metabolic department of Professor 
A. C. Frazer in Birmingham, where she had taken up 
residence in the meantime. Relapse was shown to have 
occurred and she had again to be put on the gluten-free 
diet. 

Case 2 


A girl aged 15 had a history of intermittent diarrhoea, 
undue pallor, failure to thrive, and variable abdominal 
distension for about 10 years when she was admitted to 
the medical unit. At this time she was obviously under- 
developed—no secondary sex characteristics, height 4ft. 
8 in. (142 cm.), weight 4 st. 10 Ib. (30 kg.)}—with obvious 
steatorrhoea confirmed by test (83°. absorption of fat over 
a four-day period) and defective oral glucose absorption. 
The radiological appearances of the small bowel were sug- 
gestive of steatorrhoea and there was evidence of coeliac 
rickets. The blood picture was normal. 

A gluten-free diet was begun on October 2, 1952; no 
other treatment was given. In six weeks lassitude had dis- 
appeared and weight increased by 25 Ib. (11.3 kg.). The 
stools were normal in appearance. The patient was dis- 
charged from hospital to continue on the diet. 

In April, 1953, her general health was excellent. Fat 
absorption was normal (96% and 97% in two separate test 
periods each of four days), but oral glucose absorption was 
still impaired. There was no anaemia. Radiological in- 
vestigation of small-bowel function now revealed nothing 
abnormal. 

In December, 1954, improvement was maintained. Her 
height had increased by 9 in. (23 cm.), weight by 5 st. 
(31.8 kg.). Normal puberty changes were present. There 
was no anaemia. The gluten-free diet was discontinued. 

In October, 1955, her general health was excellent, her 
weight was still increasing, and she was asymptomatic. 
There was now no evidence of defective bone metabolism 
radiologically. 

In April, 1956, though asymptomatic, she was found to 
have a hypochromic anaemia (Hb, 65%). She was re- 
admitted for assessment and found to have relapsed (fat 
absorption 80%). She was given oral iron therapy and put 
again on the gluten-free diet. 


Case 3 


A married woman was found to have idiopathic steator- 
rhoea in 1947, when she was 32. At that time she had a 
megaloblastic anaemia associated with free hydrochloric 
acid in the gastric juice, pelvic deformity of typical osteo- 
malacic type and some general skeletal decalcification, 
defective fat absorption (82°, and 84%, absorption on two 
separate four-day test periods), and an oral glucose- 
tolerance test of the “ flat” variety. The anaemia responded 
at first to an oral liver preparation and later to folic acid. 

She failed to attend for supervision following her dis- 
charge from hospital, and in 1952 was admitted to a hos- 
pital nearer her home, when she was found to be pregnant 
and severely anaemic. She was maintained fairly well there- 
after on folic acid and iron therapy until 1954, when she 
began to suffer from malaise and lack of energy ; and the 
occasional diffuse pains in the back and limbs from which 
she had suffered during the previous seven years became 
incapacitating. She was admitted to the medical unit for 
further investigation on February 6, 1955. 

The salient features on examination were slight finger- 
clubbing and slight kyphotic deformity of the spine. Walk- 
ing was almost impossible on account of pain in the legs, 
hips, and lumbar region. 

Blood examination revealed a mild hypochromic anaemia 
(R.B.C., 4,000,000 per c.mm. ; Hb, 68".), and bone-marrow 
examination showed that erythropoiesis was normoblastic. 
On radiological examination general skeletal decalcification 
was present and there was typical osteomalacic deformity of 
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the pelvis. The serum calcium was 4.6-4.8 mEq/I.: inor- 
ganic phosphorus, 3.2 mg./100 ml.; alkaline phosphatase, 
3.3 Bodansky units 

A gluten-free diet was given from February 22. A course 
of parenteral iron therapy was also given for the anaemia, 
the response being satisfactory. She was discharged to 
attend as an out-patient on March 1. From this date on- 
wards she felt much improved and the skeletal discomfort, 
which had previously been incapacitating, showed a very 
steady improvement. Her weight, which had been § st 
2 Ib. (32.7 kg.) in February, 1955, rose by 104 Ib. (4.8 kg.) 
in the next three months, and when last seen on October 
5, 1955, she had put on a total of 16 Ib. (7.3 kg.) ; she felt 
very well and had been quite free of pain for over five 
months. Bowel function appeared normal and the stools 
were well formed and normal in colour. She was still 
adhering to her diet. X-ray examination of the skeleton on 
October 5 revealed that there was no evidence of decalcifi- 
cation in the pelvis or long bones. The serum calcium level 
was the highest so far recorded in her case—namely, 5.7 

Discussion 

Case | is remarkable in that a proved folic acid deficiency 
which had been manifested clinically as megaloblastic 
erythropoiesis was rectified by withdrawal of gluten from the 
diet. The dimorphic anaemia was due not only to this 
avitaminosis but also to iron deficiency, which was almost 
certainly due to defective absorption. It is clear also that 
the dietary regime was ineffective in increasing iron absorp- 
tion to a useful degree even in the presence of increased 
iron intake. 

Ihe second patient was not anaemic; the major mani- 
festation of disordered metabolism was arrested develop- 
ment. The response to dietary treatment was an increase in 
height by 9 in. (23 cm.), and in weight by § st. (31.8 kg.) 
in 19 months. Glucose tolerance was unchanged by the treat- 
ment, but fat absorption returned to normal and the floccula- 
tion pattern previously present on intestinal radiological 
examination disappeared, 

In Case 3 the major manifestation of alimentary defect 
was found in the skeleton, and the evidence indicated that 
this was of a progressive nature and on the point of 
immobilizing the patient completely. On several occasions 
in the previous eight years she had received supplements of 
calcium (as lactate and chloride) and vitamin D without 
benefit. After the starting of the gluten-free dict there was 
progressive symptomatic benefit. Not only did her general 
health improve, as evidenced by her feeling of well-being 
and her increase in weight, but her bone pain disappeared 
entirely; she was able to resume normal activities; and 
finally, 10 months later, radiological examination indicated 
that there was then no evidence of defective calcification in 
the skeleton. 

The response to withdrawal of gluten from diet has been 
employed as a basis for the classification of cases of defec- 
tive fat absorption (Frazer, 1955). The “ gluten-induced ” 
type can now be separated from the others. The main 
benefit is the very practical one of treatment, but the basic 
significance of the gluten effect is not understood. Further- 
more, the limitations of the aetiological entity which in- 
cludes gluten-induced steatorrhoea are uncertain. Pre- 
sumably there is an inherent defect which does not directly 
affect fat absorption. It may nevertheless be associated 
with defective glucose absorption (Cases 1 and 2, above; 
Ross ef al., 1955) and also perhaps with iron absorption. 
The evidence on the latter is, however, incomplete. Bade- 
noch and Callender (1954) have demonstrated that in the 
untreated case absorption of iron from the intestine is re- 
duced ; and in Case 2 there was evidence of defective ab- 
sorption even when the patient had been on a gluten-free 
diet for three months. Ross ef al. (1955) found that the 
diet alone was insufficient to correct hypochromic anaemia 
in coeliacs, but thought that this might be due to deficient 
body stores. 


IN IDIOPATHIC STEATORRHOEA 
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It is difficult to assess instances of folic acid deficiency 
in idiopathic steatorrhoea, but it is probably high (Gird- 
wood, 1956); in Case 1 the deficiency was decidedly im- 
proved by excluding gluten from the diet. Whether it is 
induced or merely aggravated by the gluten is uncertain. 

Of more immediate and practical importance is the 
demonstration once again of the great value of the exclusion 
of gluten from the diet in cases of idiopathic steatorrhoea. 
It should be tried in all cases irrespective of age and of the 
nature or duration of symptoms. 

Finally, it is in accordance with the observations of others 
(Frazer, 1955) that relapse ultimately occurred on resump- 
tion of a normal diet, even after two years’ restriction of 
gluten. Whether the restriction will require to be per- 
manently imposed has not yet been demonstrated, but it 
seems very probable that it will be so 


Summary 

The beneficial effects of the exclusion of gluten from 
the diet in three patients with idiopathic steatorrhoea are 
reported. Two of the patients were adolescents in whom 
the defect had existed since early childhood. The third 
was an adult in whom the disorder had probably existed 
for many years. The major disturbances in these patients 
were folic acid deficiency and iron deficiency (one) ; 
severe retardation of general development and puberty 
changes, and coeliac rickets (one) ; and skeletal decalci- 
fication (one—adult). 

The exclusion of gluten from the diet was sufficient 
to correct the defect in fat absorption and also the other 
disturbances, with the exception of the iron deficiency, 
which was shown to be due toe non-“ gluten-induced ” 
iron-absorption defect. The two adolescents showed 
“flat” oral glucose-tolerance curves which were not 
influenced by the exclusion of gluten. 

The dietary regime in Cases | and 2 was imposed for 
15 and 24 months respectively. In both cases features 
attributable to relapse appeared 15 months after a normal 
diet was resumed, and at this stage defective absorption 
of fat was shown again to be present. 

The significance of these findings is briefly discussed. 


I am grateful to Professor A. C. Frazer for information regard- 
ing the relapse of Case 1; to Dr. G. H. Spray for the assay of 
folic acid; and to Dr. G. I. M. Ross for the assay of vitamin B,,. 
Part of the expenses of this investigation was borne by the 
Rankin Research Fund of the University of Glasgow 
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The World Health Organization has issued a report en- 
titled “Role of Hospitals in Programmes of Community 
Health Protection.” This is the first report of the Expert 
Committee on Organization of Medical Care, and appears as 
No. 122 in the Technical Report Series. The report considers 
the role of a general hospital, and its relationship to the com- 
munity it serves ; the functions of a hospital both towards 
cure and prevention of disease ; and the use of a hospital 
as a teaching and research unit. The geographical position 
of hospitals, together with their administration and organ- 
ization are also discussed. The report is available, price 


Is. 9d. net, from Her Maiesty’s Stationery Office, P.O. Box 
569, London, S.E.1. 
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Medical Memorandum 


Case of Stove-in Chest Injury 


The patient with a stove-in chest injury is likely to be 
admitted to the traumatic unit rather than the chest unit 
both because of his other injuries, which are usually the 
more obvious, and because traumatic units are the more 
numerous. As a result the surgeon may not have had much 
experience of this type of injury, and may not appreciate 
the urgency of treatment for the chest condition. 

In these cases the injured part of the chest falls in during 
mspiration and is blown out during expiration, a process 
of paradoxical respiration which prevents filling of the under- 
lying lung and may result in air travelling uselessly from 
one lung to the other as well as impairing proper filling of 
the heart by depriving the great veins of the normal help to 
filling and emptying provided by effective changes in intra- 
thoracic pressure. Secretions accumulate in the lungs, and, 
as the patient cannot cough, he is tiable to drown himself. 

Coleman and Coleman (1950) described this condition and 
its physiology and pathology, and reviewed the literature. 
They stated that usually there are double or comminuted 
fractures of a number of ribs, and advocated operative 
exposure and fixation of the rib fractures by wiring them, 
thus restoring normal chest movements. In December, 1956, 
Bickford and Grant wrote on the subject to the same effect. 
Previous methods of dealing with the problem have ranged 
from external compression of the injured part, through the 
use of a mechanical respirator (Hagen, 1945), to traction 
from the fractures to an external frame (Proctor and London, 
1955). 

This literature does not appear to be widely known, and I 
was certainly ignorant on the subject when the following 
case was seen. 

Case REPORT 


A man of 58 was admitted to hospital on November 24, 
1956, after a head-on collision with another car. He was 
suffering from concussion, a fracture of the right patella, 
and a double fracture of the sternum through the manubrio- 
sternal junction and through the body some 2 in. (5 cm.) 
lower down, with fractures of the left second, third, and 
fourth ribs. His condition was not regarded as dangerous, 
and he recovered from his concussion during the night. The 
next day he began to develop paradoxical respiration as 
the fracture through the manubrio-sternal junction appar- 
ently increased in mobility, but his condition still appeared 
good. He was given oxygen by nasal catheter with benefit, 
but later he began to deteriorate further, and his chest was 
sucked out. Relief was temporary. His left upper chest 
and the fractured part of the sternum now fell in alarmingly 
on inspiration and blew out on expiration, and his chest was 
clearly filling up with fluid secretions. It seemed clear that 
normal chest movements had to be restored somehow if he 
was to survive. 

A mechanical respirator appeared the logical answer to 
the problem, and he was placed in this. The logic proved 
faulty, however, as the patient and the respirator seemed 
to breathe at cross-purposes, and he became increasingly 
distressed and exhausted. Presumably a respirator works 
best when extensive paralysis prevents the patient offering 
resistance to its action. 

He begged to be removed from the respirator and to be 
allowed to die in peace, and his priest was sent for. 

The anaesthetist offered to give a general anaesthetic and 
to aspirate him with a bronchoscope as a preliminary to 
some operation. Failing this it was obvious that the man 
would die. What the operation was to be was at this stage 
not clear to anybody ; but it was to be something that would 
restore normal chest movement. 

It was clear that the fractures of the sternum must be 
fixed or at least the middle one of the fractured ribs, or 
possibly both. The simplest way to fix the sternal frac- 
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tures would obviously be to apply a plate along the sternum, 
and the rib fractures might be fixed by intramedullary intro- 
duction of a segment of Kirschner wire. 

Theoretical objections to plating the sternum were many. 
The surface was not flat enough ; the bone was not offering 
much cortex to hold screws ; it was unlikely that any of our 
screws would be short enough to avoid protrusion behind 
the sternum ; it was difficult to see how the sternum could 
be held up while being drilled ; and, finally, even if the opera- 
tion were a success initially, would the plate hold long 
enough to do any good ? 

It was decided to attempt plating of the sternum as the 
first choice. A six-hole 44-in. (11.4-cm.) plate was applied 
from the manubrium downwards along the body through a 
midline incision. It was found that by inflating the lungs 
the anaesthetist was able to hold up the sternum against the 
drilling adequately ; that, as the sternum offered very little 
resistance to the passage of a drill, great caution was re- 
quired ; that the hold for individual screws was not very 
firm, but that by using six screws the plate itself was well 
held ; and that 4-in. (13-mm.) or in places ¢-in. (16-mm.) 
screws were not too long. No serious attempt was made to 
bend the plate to conform to the ridges on the sternum, and 
probably these ridges, by holding the plate slightly away 
from the bone, made the available screws long enough and 
not too long. <A 7/64-in. (3-mm.) drill was used to give 
the screws the maximum possible hold on the bone. 

The immediate effect of the operation was very satisfying. 
The chest moved normally at once, with only very slight 
persistent concavity over the rib fractures, and it was not 
necessary to interfere with these. Ultimately two of the 
screws in the sternum did appear to work slightly loose, but 
this did not allow the plate to loosen, and the patient 
recovered remarkably, after an initially stormy con- 
valescence, 

Two weeks after this operation he underwent an operation 
under local analgesia for the patellar fracture, which was 
wired and screwed together. 


COMMENT 


The procedure outlined is very simple to carry out with 
the help of a good anaesthetist. It is life-saving in itself, 
and allows the patient to be nursed without any inhibitions 
in regard to taking up the position he finds most comfort- 
able, free from any traction apparatus. It should, however, 
be carried out sooner than it was in this case—before it 
appears necessary, and before treating any other injuries. 

X-ray pictures in this case were relatively uninformative, 
and the diagnosis is essentially and easily a clinical one. 


I should like to express my appreciation of the magnificent 
skill and courage of Dr. Neil Budge, who gave the anaesthetic 
and bronchoscoped the patient when all the signs pointed to a 
“death on the table.” I thank Dr. G. R. Vesey and Dr. Z. N. 
Dhabalia, the house-surgeons, for their stimulating help at all 
phases, and Sister Thomas and her nurses for their usual high 
standard of care. 

L. Henry, M.D., M.Ch.Orth., F.R.CS., 


Consultant Orthopaedic Surgeon, North Gloucestershire. 
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The team entered by the Rochdale and District Hospital 
Management Committee won the national competition be- 
tween mobile first-aid units of the National Hospital Service 
Reserve for the Minister of Health’s challenge cup. The 
finals were held at Cardiff on July 20. Entrants came from 
all the hospital regions of England and Wales. In the 
absence of Mr. DENNIS VoSPER owing to his illness, the 
Minister's challenge cup was presented by Mr. J. K. 
VAUGHAN-MorGaNn, Parliamentary Secretary to the Ministry 
of Health. 
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Reviews 


INDIAN MEDICAL SERVICES 


Official History of the Indian 
World War, 1939-45. Medical Services 
Raina. Director Bisheshwar Prasad, D.Litt 


Armed Forces in the Second 
Edited by B. I 


idministration 


(Pp. 679+ xxvi; illustrated. Rs. 30.) Medicine, Surgery, and 
Pathology (Pp. 906+xliii; illustrated. Rs. 40.) New 
Delhi: Combined Inter-Services Historical Section India and 
Pakistan 1955 


The history of war is always of immediate interest though 
often soon forgotten, only to be revived at a much late: 
date. It is comforting to know that Caesar's cohorts were 
able to retire to winter quarters, and no doubt it will be 
valuable 2,000 years hence to learn of the medical care of 
the armed Forces in India between 1939 and 1945. These 
two volumes, however, will have a jery limited temporary 
appeal. Volume I (of 672 pages) was completed in 1953: 
this is entirely devoted to administration and not likely to 
be of interest except to the professional military doctor 
The second volume (of 906 pages and completed in 1955) 
is a survey of medicine, surgery, and pathology. The size 
of the chapters varies enormously and without any apparent 
relationship to the importance of the contents. For example, 
venereology is dismissed in 12 pages with two short appen- 
dices, but this was a very important aspect of military ser- 
vice in India, and it is disclosed in the first volume that 
venereal disease was the commonest single reason for reject- 
ing Indian recruits on medical grounds in 1945. Of the 
first 70 specimens examined by the neuropathologist in 1944 
22 were from fatal cases of arsenical encephalopathy arising 
in the treatment of syphilis. Tuberculosis is dismissed in 
nine'pages but sprue is allotted 105 

It is clearly not within the powers of a single reviewer to 
assess the accuracy of the whole of these large volumes, 
and this reviewer is only familiar with one aspect of the 
subject. Here, unfortunately, serious errors are found. It 
would seem that the opening page of the chapter devoted 
to military neurology was written by one person and then 
drastically edited by another, unfamiliar with the termino- 
logy. In paragraph 3 of the first page neurology, neuro- 
surgery, and neuropathology are hopelessly confused and 
the whole paragraph is senseless. I[t is also curious that 
the names of the officers who developed the Neurological 
Centre, India Command, and who did almost the whole of 
the work at that centre, are not named, although their suc- 
cessors, who arrived when the war was over, are given 
honourable mention. On the following page it states that 
“The chief neurological disorders occurring in base areas 
were meningococcal meningitis, acute poliomyelitis, epilepsy, 
peripheral neuritis, late effects of head injury and neuro- 
logical complications of malaria and heat stroke.” This 
may have been true of depots for Indian troops, but neuro- 
logists will not be surprised to learn that in the Neurologi- 
cal Centre the commonest diagnosis was neurosis, followed 
by sciatica, head injury, and epilepsy. In an appendix to 
this chapter there is a review of work done on peripheral 
nerve injuries, but the editors have overlooked this contri- 
bution and peripheral nerve injuries make a re-entry of 16 
pages much later 

These volumes suffer through multiple contributors being 
subjected to uneven editing by an editorial board that could 
not have been in possession of all the facts. 

HuGH GARLAND. 


FAITH HEALING 


Eleven Lourdes Miracles. By D. J. West, M.B.. Ch.B.. 
D.P.M_ (Pp. 1344+x. 15s.) London: Gerald Duckworth 
and Co. Ltd. 1957 


Some Thoughts on Faith Healing. Edited by Vincent 
Edmunds, M.D., M.R.C.P., and C. Gordon Scorer, M.B.E.. 
MA., M.D., F.R.C.S. (Pp. 60. 2s. 6d.) London: For the 
Christian Medical Fellowship by the Tyndale Press. 1957 


In February next year it will be exactly 100 vears since a 
peasant girl gathering wood in the neighbourhood of Lourdes 
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is said to have had a vision of the Virgin Mary standing 
in an opening in the rock This opening has become the 
famous healing grotto which is now a place of pilgrimage 
from all parts of the world. More than three million 
pilgrims and over twenty thousand sick visited Lourdes in 
1949, and since then it is said that the numbers have in- 
creased stili further. Lourdes has become a considerable 
centre for tourist and souvenir industries 

It is well known that alleged “cures” at Lourdes are 
relatively infrequent and that claims for anything in the 
nature of a miracle are scrutinized with great care by 
Catholic officials appointed to these duties. The manner in 
which these officials function is fully described by Dr. D. J. 
West in his book Eleven Lourdes Miracles, in which he 
gives a critical examination of the medical documents relat- 
ing to eleven “ miraculous” cures reported from Lourdes 
between 1937 and 1950. These eleven cases are each dis- 
cussed in detail and substantiated by quotations from rele- 
vant documents. An appendix gives a list of all the cures 
accepted by the Lourdes medical bureau in the period 1925- 
50, 98 in all, but only about 10% of these have been pro- 
claimed to be “miraculous.” In other words, the official 
“ miracles” represent only a small minority of the cases 
accepted by the Lourdes bureau as genuine instances of 
remarkable cures 

A close examination of the eleven alleged miracles pro- 
vides very little indication of anything in the nature of in- 
explicable recovery, and, as for the so-called remarkable 
cures (not claimed to be miraculous), these for the most part 
refer to conditions which often are said to get better of their 
own accord The only remarkable feature was the speed 
and manner in which the recovery occurred. The incomplete- 
ness of the medical information on most of the cases makes 
any kind of appraisal exceedingly difficult, but, as Dr. West 
says, “ As far as it goes, and taking the dossiers at their 
face value, the evidence for anything * miraculous’ in the 
popular sense is extremely meagre.” 

Dr. West undertook this investigation at the instance of 
the Parapsychology Foundation of New York. He visited 
Lourdes in 1955 and was given access to the original dossiers 
of the medical bureau, so he speaks with first-hand know- 
ledge of what he has himself investigated. It is to be hoped 
that copies of this objective and disinterested study will be 
made easily available to all members of the medical bureau 
at Lourdes and that they will pay attention to the sugges- 
tions Dr. West makes as to ways in which they might 
improve the documentation of the evidence they collect. 

The modest title Some Thoughts on Faith Healing scarcely 
does justice to the pamphlet of sixty pages recently published 
by the Christian Medical Fellowship. It would be better 
described by the title “Common-sense Thoughts on Faith 
Healing,” because this is a most reasonable and sensible 
exposition of a subject about which a lot of nonsense has 
been written. The study circle responsible for this booklet 
seems to have been meeting at about the same time as the 
B.M.A. Committee or soon after, because reference is made 
more than once to the recently published Report to the 
Archbishops’ Commission. The conclusions of the Christian 
Medical Fellowship Group are much the same as those of 
the B.M.A. Report, but if points were to be given for read- 
ability, constructiveness, and sense of conviction there is 
little doubt that this booklet by Dr. Edmunds and Mr. 


Scorer would win on points. 
CurTnpert Dukes. 


FLUID BALANCE 


Essentials of Fluid Balance. By D. A. K. Black, M.D., 


FRCP. (Pp. 127+xiv; illustrated. 18s. 6d.) Oxford: 

Blackwell Scientific Publications. 1957. 
Dr. Black has made important original contributions to our 
knowledge of water and electrolyte balance in health and 
disease. There is no one better qualified to write a guide 
to the subject. His declared purposes have been to keep the 
book as short as possible, consistent with clarity, and to 
make the presentation helpful to the general medical reader, 
including the undergraduate student. Anyone who has tried 
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RELEASING the surplus 


In cardiac oedema and other conditions where excess fluid accumulates in the : 
tissues, DiaMox acetazolamide can be relied upon to release the surplus promptly 

and safely. Diamox induces diuresis in a novel and highly efficient manner—by 

inhibiting the enzyme carbonic anhydrase. A single dose will induce a powerful 

diuretic response, persisting for six to twelve hours—and in many cases of congestive | 
heart failure Diamox alone is capable of maintaining the patient oedema-free. As 

clinical experience of Diamox grows, more and more applications are revealed — 
including glaucoma, toxaemias and oedema of pregnancy, epilepsy and premen- : 
strual tension. Dramox has also been used in emphysema, drug-induced oedema, | 
renal oedema and obesity. 


EVE CD 


REGO. TRADEMARK 


* 


ACETAZOLAMI OE 


= TABLETS (250 mg.): bottles of 25, 100 and 1,000 
PARENTERAL: vials of 500 mg. 
LEDERLE LABORATORIES DIVISION (yanamid oF crear LTO, London 
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CARNATION MILK FOR INFANT FEEDING 
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The digestibility 
of Carnation Mi 


CURD FORMATION 


1 Breast Milk 


2? Carnation Milk diluted 


hole milk value 


3 Pasteurised Milk 


The milk in each flask has been curdled by the addition of pepsin. Whilst precipitating, the 
milks were stirred constantly. This simulated the conditions occurring in an infant’s stomach, 

Breast milk and Carnation Milk remain liquid with a suspension of very fine curds. Pasteur ised 
milk curdles into a solid mass. Boiled milk produces curds interme diate in size and texture 


between those of Carnation Milk and pasteurised milk. 


Due solely to processing, Carnation Milk 
produces a unique curd tormation — 


tensionless, flocculent. The modification of 


cow's milk proteins essential for this curd 


formation occurs during the final sterilising — 


a process exclusive to evaporated milk, This 
terminal heating induces: 

1 An increase in casein partic le size 
together with expulsion of some *‘bound”’ 
water. 

2 Achange in the calcium salts in which 
there is a combining action with the 
phosphate ions to form colloid or semi- 
colloid phosphates of calcium. 

These changes result in (a) soft curd 
prope rties when Carnation is acted upon 
by hydrogen ions in the range of gastric 
acidity, and (bya re ‘duced inte nsity ‘of the 


Carnation Milk «from contented cows” 


calcium-casein coagulating mechanism. 
The extreme range of digestibility and 
tolerance of ‘proteins, as found in 
Carnation Milk, is the practical advantage 
at the disposal of all physicians who are 
concerned with infant feeding. Other 
highly desirable advantages to those 
prescribing Carnation are :— 


1 Safety, because of sterilisation after the Carnation 
cans are sealed, 

Hypo-allergenic properties. 

Uniformity — due to standardisation of solids. 
Prophylactic D3. 

Permanently emulsified butterfat. 


Accuracy of measurement. 


** The Feeding of Infants *’ a book specially 
for doctors — together with reprints of clinical 
investigations and Carnation feeding charts 
are available from Medical Department, 
General Milk Products Limited, Bush House 

Aldwych, London, W.C.2 
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to achieve these aims in regard to this particular topic knows 
the difficulty of the task. He has succeeded, and this con- 
cise book may be recommended to anyone who wishes to 
obtain up-to-date knowledge of fluid-balance problems and 
to understand how to treat patients presenting them. 

The book is split up into six chapters dealing with the 
general properties of body fluid and then, respectively, the 
balance of water, sodium, and potassium, and acid-base equi- 
librium ; finally, considerations governing treatment are dis- 
cussed. The references are reasonably comprehensive and 
well selected. The final index is full and useful. 

It is curious to reflect that general medical appreciation 
of the very great practical importance of dehydration is only 
a feature of the last twenty or twenty-five years—apart 
from a few individuals like J. B. Murphy. Yet enormous 
numbers of doctors were gardeners and realized that plants 
died without water. It was perhaps the biggest and most 
persistent of all medical blind spots. To-day there is general 
awareness of the essential importance of water and electro- 
lytes, but often the awareness is not linked with much 
knowledge. Dr. Black's book fulfils the needs of those 
seeking a basic grounding regarding fluid balance. 


H. L. Marriorr, 


PARTICLES IN CELLS 


Mitochondria and Other Cytoplasmic Inclusions. Symposia 
of the Society for Experimental Biology Number X. 
(Pp. 198; illustrated. SSs.) Published for the Company of 
Biologists on behalf of the Society for Experimental Biology. 
Cambridge: At the University Press. 1957. 
The tenth symposium of the Society for Experimental Bio- 
logy must, indeed, have been a fascinating experience. Occu- 
pied with the latest discoveries and opinions about smail 
particles found in animal and plant cells, its official record 
is an indispensable addition to a literature that increases at 
a terrifying pace. We must therefore be grateful to the 
group of workers who have put aside their experiments, for 
the time being, to bring some sort of order out of technical 
chaos. 

The Golgi controversy, as it is aptly named, is discussed 
in lively fashion by Baker, Lacy and Challice, and Dalton 
and Marie Felix in three highly critical communications. 
Many aspects of cytoplasmic particles and fractions, espe- 
cially the vexed question of enzymic and biochemical hetero- 
geneity, are ably dealt with by Green, de Duve, and 
Novikoff. Extremes meet in the papers by Crawford on 
the snail amoebocyte, by Chayen and Sylvia Fitton Jackson 
on particles in plant roots, and by Randall on a protozoan 
Spirostomum ambiguum. Slater gives a masterly survey of 
muscle mitochondria, and Barer and Joseph place us greatly 
in their debt by explaining, with admirable clarity, the prin- 
ciples of phase-contrast and interference microscopy as 
applied to the investigation of cell structure. 

Barely 200 pages suffice to place the reader in the centre 
of an exciting frontier of biology and medicine. Excellent 
photographs and careful editing round off a venture that 
should win many appreciative readers. There is no index. 


G. R. CAMERON. 


ABOUT “ NERVES” 

Nerves Explained: A Straightforward Guide to Nervous 

Illnesses. By Richard Asher, M.D., F.R.C.P. (Pp. 157. 

10s. 6d.) London: Faber and Faber Ltd. 1957. 
“If people want to read about nerves they will manage it 
somehow,” says Dr. Asher, and his reason for writing a 
popular book is that he would prefer them to read sense 
rather than some of the books on the subject which at pre- 
sent fill the shop windows and which are as likely as not 
either to frighten or to give the impression that one or 
other of the theoretical approaches has the sole key to the 
problems of mind. His method is to take each field of 
psychological medicine in turn, and, after dealing with some 
of the current fallacies which may mislead or alarm even the 
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intelligent layman, to give a brief account of the subject 
as it is likely to be encountered by a relative or a close 
acquaintance of the patient. He has an easy style, uses plain 
English without talking down to his reader, and has suc- 
ceeded in giving an account which will carry conviction 
while keeping strictly to scientific fact. Dr. Asher is a 
physician who has seen the impact of psychiatry on his 
patients and mistrusts its separation from the solid ground 
of medicine. If every physician cannot be his own psychi- 
atrist he would prefer his psychiatrist to be a physician. He 
has not hesitated to give his views on current trends, but 
only the exponents of exclusive schools of thought are likely 
to quarrel with him seriously. In dealing with everyday 
domestic, nursery, and marital problems, and especially in 
his choice of what to leave out, he has shown a sureness 
worthy of Walter Alvarez. Medical men may be a little 
suspicious of yet more ammunition for quotation by their 
patients, but they may be glad of a book to recommend to 
the relatives of the nervous, the mentally afflicted, and those 
unfortunate sufferers from chronic and painful illness who 
have been told that their condition is “ psychosomatic ™ 
and ask what they should do about it. As an example of 
how to put psychological medicine to the layman this book 
has much to commend it. It could be used with advantage 
as a preview for the preclinical student as well. 
ALEXANDER KENNEDY. 


PRACTICAL GASTROENTEROLOGY 


Praktische Gastroenterologie. By E. Hafter, with contribu- 

tions by H. W. Hotz and F. Deucher. (Pp. 380+ viii; 

illustrated. D.M.48.) Stuttgart: Georg Thieme. 1956 
During the last few years progress in gastroenterology be- 
came so important that it is impossible for the physician 
non-specialized in this domain even to survey it. For the 
practitioner, the medical specialist, the x-ray specialist, and 
the surgeon the problems have to be faced from an entirely 
different angle, and the co-operation of all concerned might 
be unsatisfactory because of local and personal reasons and 
reasons of time. It seems to be justifiable now to omit 
the historical and theoretical aspects from a short book and 
to concentrate on the guiding principles of practical diag- 
nosis and treatment. The authors rightly emphasize the 
need for taking a thorough history as a help in the 
differential diagnosis from carcinoma of the gastro- 
intestinal tract, cholelithiasis, and especially choledocho- 
lithiasis, diseases of the pancreas, regional ileitis, and gastro- 
intestinal allergy, This is an excellently produced book. The 
literature refers mainly to sources in the French and German 
languages. 

E. Forrat 


CONTINENTAL CARDIOLOGY 

L’Année Cardiologique Internationale. Book 5. Under the 

direction of C. Lian. (Pp. 374; illustrated. 2,200 fr.) Paris: 

Expansion Scientifique Francaise. 1956. 
In this book, the fifth in the series, Professor Camille Lian 
contributes the first article on the treatment of hyperten- 
sion. He has given up methonium compounds, and relies 
on rauwolfia, up to six tablets a day. There are 23 other 
articles. Among papers dealing with congenital lesions are 
those on Ebstein’s deformity and pulmonary stenosis and 
on aortico-pulmonary communication. Subjects of papers 
on vascular diseases include the syndrome of arterial spasm, 
coronary and cerebral syndromes, and obstructive arteritis 
of the arms. The late results of mitral valvotomy are con- 
sidered, and the therapeutic effects of heparin and salicylates 
discussed. In all, the volume provides an interesting cross- 
section of Continental thought and progress, and this in- 
cludes Turkey, Italy, Greece, and Spain. There are some 
very poor skiagrams. The photomicrographs are rather 
indistinct ; the cardiograms and ballistograms often faint. 
It would be nicer if the interleaved advertisements all came 
at the end. 

Terence East. 
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TREMOR 

Tremor is a constant feature of muscle contraction, 
though its amplitude may be so small as to be almost 
unnoticeable. As L. Binet' pointed out in 1920, “ all 
normal subjects show tremor which disappears only 
when the part of the limb under investigation is in a 
state of complete rest, totally relaxed, on a resisting 
plane.” In healthy people the rhythm has a rather 
constant frequency of about 10 cycles per second. 
This was first shown by E. A. Schafer and colleagues* 
and has been repeatedly confirmed by other investi- 
gators. Recordings of action potentials from motor 
units in the muscle, on the other hand, show that the 
rate of stimulation of the muscle may vary widely. 
E. D. (now Lord) Adrian and D. W. Bronk®* recorded 
human motor units firing at from 5 to 50 cycles a 
second, and, though rates as low as 5-10 a second 
are undoubtedly found in weak voluntary contraction, 
the frequency is not constant but alters with the 
strength of contraction. 

It has been recently suggested by J. Marshall and 
E. G. Walsh* that the more or less fixed frequency 
of tremor is simply a function of the inability of the 
muscle to respond with mechanically discrete contrac- 
tions to frequencies of stimulation above 15 per 
second. There is no doubt that, as they point out, the 
muscle does act effectively as a “low pass filter,” 
allowing only slower frequencies to appear on the 
myogram ; but it seems questionable whether this in 
itself is the explanation of the tremor frequency. 
A. M. Halliday and J. W. T. Redfearn’ have recently 
carried out frequency analysis on the finger tremor 
of 46 healthy subjects, recorded photoelectrically. 
By this means even relatively small changes in the 
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frequency of peak tremor, which might escape detec- 
tion by visual inspection of tremor records, could be 
automatically recorded. Loading the finger with 50 
or 100 g., and thus increasing the tension exerted by 
the muscle, failed to produce any significant change 
in tremor frequency, though the mean firing rate of 
the motor units would have been expected to rise 
under such circumstances. The mechanical proper- 
ties of the limb also appeared to be insignificant, so 
that tremor is not produced by mechanical resonance. 
It seems difficult to escape the conclusion that the 
tremor is a secondary rhythm, superimposed upon and 
modulating the individual rates of firing of the motor 
units. 

The fact that tremor and the alpha rhythm both 
have a frequency of about 10 cycles per second 
suggested that the tremor might originate in the motor 
area of the contralateral cortex and reach the spinal 
motor neurones by way of the pyramidal tract.’ H. H. 
Jasper and H. L. Andrews* reported a close similarity 
between tremor recorded photoelectrically from the 
finger and the alpha rhythm recorded over the pre- 
motor area of the brain on the opposite side, but these 
results were in conflict with those of L. E. Travis and 
C. N. Cofer.* These workers recorded finger or toe 
tremor simultaneously with the electroencephalograph 
from several areas on both sides of the head, but 
found that the two rates were invariably different. 
T. Lindqvist'’ has further shown that, when the nor- 
mal alpha rhythm is replaced by slower waves after 
hyperventilation or, pathologically, in epileptics, there 
is no corresponding slowing of the tremor rhythm. It 
has been left to G. G. Sutton"' to provide the coup 
de grace to the alpha rhythm theory by showing that 
under certain conditions the tremor rhythm can be 
made to disappear on closing the eyes, which is 
precisely the circumstance under which the alpha 
rhythm appears or becomes accentuated. 

Those disappointed by the cortex as a possible 
pacemaker for the tremor rhythm might well turn to 
the now more fashionable brain-stem reticular system 
as a likely candidate, for the effect on tremor of 
emotional stress and anxiety shows it to be exceed- 
ingly sensitive to the influence of the higher centres. 
But there is evidence that the rhythm can be produced 
at spinal level. Victor Horsley and E. A. Schafer‘? 
were able to demonstrate it in the myogram after 
electrical stimulation of the cut end of the spinal cord 
at thoracic level in the cat, rabbit, dog, and monkey, 
provided that the stimulus itself had a rate faster than 
the tremor rhythm. If the motor nerve was cut, how- 


ever, and its peripheral end was stimulated in the 
same way, the muscle followed the rate of stimula- 
tion faithfully up to that of a fused tetanus, which 
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they found to be at 30 cycles per second or more. 
These results seem to establish that tremor could not 
simply be due to mechanical smoothing, as Marshall 
and Walsh suggest. Horsley and Schafer also noted 
that the tremor rhythm was present in spontaneous or 
reflex movements, and a similar finding in man has 
recently been reported for the flexor withdrawal 
reflex elicited in two patients with clinically complete 
spinal transection due to transverse myelitis.* 

If it is accepted that the tremor pacemaker is situated 
at the spinal level, the question still remains whether 
the rhythm is centrally or peripherally determined. 
R. Jung** thinks that it lies in the system of spinal inter- 
neurones which play upon the motor neurone pool ; 
but the phenomenon of clonus shows that the stretch 
reflex arc is itself capable of going into self-maintained 
oscillation, and it has been suggested that tremor too 
may be produced in this way.’ *' There is no reason 
to suppose that clonus occurs only at high ampli- 
tudes ; every degree of transition between complete 
asynchronism and complete synchronism can be 
obtained in the firing of a motor unit in a laboratory 
preparation simply by altering the posture and modi- 
fying the proprioceptor inflow. On the other hand, 
centrally determined rhythms undoubtedly exist at 
spinal level, as is seen, for instance, in the scratch 
reflex of the spinal cat.'* Here the muscles contract 
intermittently at 5 beats a second. This rhythm does 
not depend on the proprioceptors, since it persists 
after section of the dorsal roots ; clonus is naturally 
abolished by this procedure. Destruction of afferent 
nerves can therefore provide important evidence 
about the site of the tremor pacemaker. Halliday and 
Redfearn'® have recently reported the results of an 
investigation of tremor in tabetic patients. They 
found that in those patients with more severely 
damaged afferent nerves the 10 cycles per second 
rhythm may disappear, and this would seem to be 
strong circumstantial evidence in support of the view 
that tremor is an oscillation in the stretch reflex are. 
But there are certain difficulties which at present 
remain unexplained, such as the slower rates of 
tremor reported in children.* 

Are all tremors produced in the same way? It 
seems that the type of tremor met with in hyper- 
thvroidism"* and in anxiety states'’ is of the same 
frequency as that encountered in healthy subjects. 
The greater amplitude of tremor in these conditions 
can probably be regarded as an accentuation of the 
normal. The slower and coarser tremor of extra- 
pyramidal disease appears to be a distinct pheno- 
menon. Indeed, both “ normal” and extrapyramidal 
tremor may be seen together in the same patient—for 
instance, on the unaffected side in unilateral cases of 
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paralysis agitans,* or when sleep has abolished the 
much greater Parkinsonian tremor.'* Moreover, the 
electromyograph shows a different pattern of innerva- 
tion.’’ Further work may throw more light on the 
significance of these differences. 


TOLBUTAMIDE IN DIABETES 


The new oral hypoglycaemic agents have now been 
used for nearly two years in several diabetic clinics in 
Great Britain. The first compound to be studied— 
carbutamide—was found to cause agranulocytosis 
and thrombocytopenia in a few patients.’ Fatal toxic 
reactions have now been reported from the United 
States. W. R. Kirtley,’ in an analysis of 7,193 patients 
treated with carbutamide, refers to eight deaths 
“ occurring under circumstances which might indicate 
that the drug had contributed”; necropsy reports 
suggested that generalized sulphonamide sensitivity 
was the commonest cause. The other new hypo- 
glycaemic substance—tolbutamide—is not a true 
sulphonamide, and seems at present to be less toxic 
than carbutamide. It is now available on prescrip- 
tion. 

Tolbutamide is not a form of insulin. It will lower 
the blood sugar in normal subjects and in some 
diabetics, but only if some insulin is being secreted 
by the pancreas. This is of practical importance, 
because it means that the “ insulin-deficient ” diabetic 
will rarely benefit from tolbutamide therapy. The 
way in which these drugs lower the blood sugar has 
been the subject of careful study. Insulin does so by 
increasing peripheral utilization of glucose and by 
reducing output of hepatic glucose. Tolbutamide has 
little or no effect on peripheral utilization but acts 
mainly by reducing hepatic output,*’ possibly by 
interference with enzyme systems of the liver. On the 
other hand, there is evidence that pancreatic secretion 
of insulin is increased by the action of tolbutamide’ ; 
possibly the amount secreted is only sufficient to 
affect hepatic production of glucose without increasing 
peripheral utilization. There are obvious dangers in 
the long-continued use of a drug with these actions. 
Interference with liver enzymes may _ ultimately 
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produce severe hepatic damage, and continued stimu- 
lation of the pancreas an aggravation of the diabetes. 
Furthermore, though it lowers the blood sugar in 
selected diabetics, there is no evidence that the other 
metabolic disturbances are corrected. Dr. W. J. H. 
Butterfield and colleagues in a paper at p. 325 of the 
Journal this week sound a warning note on some of 
these hazards. The late complications, like retinitis 
and kidney damage, may not be due to hyper- 
glycaemia and may still develop although the blood 
sugar has been kept within the normal range by 
tolbutamide. 

The type of diabetic suitable for trial of tolbutamide 
therapy has been well defined in published reports,’ and 
Professor D. M. Dunlop discusses this at p. 351 this 
week. The insulin-deficient diabetic rarely benefits, 
though there may be a transient response in the 
early stages before production of pancreatic insulin 
ceases altogether.* Insulin-deficient diabetics include 
nearly all of those diagnosed before the age of 40 
years, all who have had ketosis to a significant degree, 
and most of those who were underweight at the time 
of diagnosis. Patients likely to respond are in the 
older age group, usually have mild diabetes, and 
tend to be overweight. Single-dose tests have been 
suggested to help in the selection of suitable patients, 
but H. Dolger® has found them unreliable and recom- 
mends therapeutic trial. Obesity should be regarded 
as a contraindication to tolbutamide therapy, because 
in most cases the diabetes can be controlled by diet, 
and if tolbutamide is given there is usually further 
gain in weight. A final point in selection of suitable 
cases is the patient's attitude to his disease. Regular 
supervision and adherence to diet are essential while 
this new treatment is being tried, and tolbutamide 
should be prescribed only for patients who will co- 
operate fully with their doctors. 

Studies in Great Britain and in the United States 
have been concerned for the most part with long-term 
maintenance of diabetic patients on tolbutamide. In 
a small group of cases investigated at the Whittington 
Hospital in London and reported in the Journal this 
week (p. 327) the value of a short course of tolbut- 
amide to facilitate the initial control of mild diabetes 
has been assessed. This method of using the drug 
will need further study before its place in the treat- 
ment of diabetes can be decided. 

Patients not receiving insulin may be considered 
for a trial of tolbutamide if they are of average weight 
or underweight, and if despite adherence to a low 
carbohydrate diet they have hyperglycaemia but no 
ketonuria. Initial dosage should be 0.5 g. three times 
daily after meals. Divided dosage is essential because 
of rapid absorption and excretion, and it is better to 
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give the drug after meals, because on an empty 
stomach it is apt to cause dyspepsia. If the response 
is inadequate dosage may be increased, but at the 
present time 3 g. daily should probably be regarded 
as a maximum dose. Patients receiving small doses 
of insulin, less than 30 units daily, if they fall into this 
group of stable, middle-aged diabetics, may also be 
considered for trial of tolbutamide. The insulin may 
be reduced gradually and tolbutamide and insulin 
given for a few days before stopping insulin com- 
pletely and relying on tolbutamide alone. Hypo- 
glycaemic attacks may occur during the period of 
combined therapy, and as an alternative insulin may 
be stopped over a few days and the tolbutamide 
started subsequently. In any case the patient must 
be seen daily and the urine tested for sugar and 
ketones, because an apparently suitable patient may 
really have the insulin-deficient type of diabetes and 
develop severe ketosis when the insulin is reduced or 
stopped. In many cases it will be safer for the patient 
to be in hospital for a few days if transfer from 
insulin to tolbutamide is contemplated. 

While on maintenance therapy the patient must 
remain under strict supervision. Side-effects so far 
reported include allergic skin reactions in about 
1%, leucopenia, and thrombocytopenia.'’ '' Gastro- 
intestinal symptoms have been noted,'* and also facial 
flushing after alcohol.'* One or two deaths have 
occurred in old people, apparently from hypo- 
glycaemia.'* Tolbutamide administered in pancreatec- 
tomized dogs has produced alarming evidence of 
impairment of liver function,’’ but this has not so far 
been described in diabetic patients. During main- 
tenance therapy there may be evidence that the patient 
is becoming resistant to the hypoglycaemic action of 
the drug.'* Dr. G. Walker and colleagues in a report 
from the Middlesex Hospital (p. 323) point cut that 
in many cases the resistance will be due to dietary 
failure or associated with increase of body weight. 
They do, however, produce evidence that in some 
cases there may be true resistance, possibly due to 
exhaustion of pancreatic insulin. 

With the general release of tolbutamide, general 
practitioners may be considering whether any of their 
diabetic patients would benefit from it, and patients 
themselves are likely to raise the question of “ tablet 
treatment.” The results of trials at King’s College 
Hospital'’ and the Middlesex Hospital in London, 
and the Royal Infirmary, Edinburgh,'' were given 
recently at a meeting organized by the British Diabetic 
Association. Of 369 patients selected as being likely 
to respond to tolbutamide, 291 showed some response, 
but after an average of about four months’ treatment 
control was satisfactory in only 191 (52°,). These 
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figures are disappointing, and when deciding whether 
a trial of tolbutamide is justified the clinician has to 
bear in mind that there are some untoward toxic 
effects, the mode of action of the drug is still uncer- 
tain, and nothing is known of the results of long-term 
administration. 


THE LIVER 


In many respects knowledge of the normal and abnormal 
behaviour of the liver still lags behind that of other 
organs. Among the reasons for this are the extreme 
complexity of the functions of the liver, and in contrast 
the relatively limited response of this organ to a variety 
of injuries. Much of the earlier experimental work on 
animals is not directly applicable to man, and attention 
is being devoted more and more to studies of the human 
liver, based on modern biochemical and morphological 
techniques. This approach is exemplified in the latest 
issue of the British Medical Bulletin,’ which contains 
fifteen papers on “some physiological and clinical 
aspects ~ of the liver. In his introduction Sir Harold 
Himsworth says that this is “a publication teeming with 
fresh information,” and its appearance illustrates the 
current interest in liver disease. In spite of much 
progress, however, there are still enough unanswered 
questions to satisfy the most enthusiastic research 
worker. For example, C. H. Gray gives a lucid account 
of the recent discovery that bilirubin is conjugated on 
its passage through the liver (thus explaining the forty- 
year-old mystery of the van den Bergh reaction), but 
points out that almost nothing is known of the way in 
which bilirubin is formed from haemoglobin or of the 
pathways for the excretion of bilirubin by the kidneys. 
Similarly C. B. Cameron ends an excellent review of 
steroid metabolism with the admission that, in spite of 
much work, there appears to be little obvious relation- 
ship between the steroid hormones and those features 
of liver disease---salt and water retention, circulatory 
changes, and alterations in sexual function—which are 
thought to depend on these hormones. Papers by J. C. 
Waterlow and G. Bras on nutritional liver damage in 
man and by N. H. Martin and A. Neuberger on protein 
metabolism show that there is still uncertainty about the 
part played by malnutrition in causing liver disease. 
However, advances have been made in this field, par- 
ticularly in classifying varieties of tropical liver injury ; 
and the belief that a fatty liver can progress to fibrosis 
is now no longer tenable. 

E. R. Cullinan in a paper on the course and prognosis 
of infective hepatitis emphasizes the benign nature of 
the disease, and refers to a follow-up study of Army 
cases which is still in progress and should throw light on 
the ultimate prognosis. Both he and J. F. Stokes and 
M. L. Rosenheim stress the importance of alcohol, exer- 
cise intolerance, and various anxiety symptoms which 
may interrupt convalescence from this disease. The 
latter two authors discuss the treatment of the various 
clinical syndromes associated with diffuse liver disease, 
and Sheila Sherlock's review of liver failure demonstrates 
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clearly how rational therapy can be based only on 
detailed knowledge of the mechanisms involved. Two 
papers on the rare diseases haemochromatosis (J. C. 
Houston) and hepatolenticular degeneration (J. M. 
Walshe) are justified by recent advances in elucidation of 
their aetiology and in the development of effective treat- 
ment. D. Sutton contributes a useful article on new 
methods of radiology, such as splenic venography and 
* biligrafin ” cholangiography, which are important aids 
in the operative treatment of liver disease. 

On the whole the clinician can be well satisfied with 
the progress that has been made in the last few years in 
our understanding of liver disease. But it is surprising 
how many fundamental problems remain to be solved. 
The present symposium points the way. 


LUNG CHANGES DURING METHONIUM 
THERAPY 


The development of distressing tachypnoea during treat- 
ment with methonium compounds was first described by 
I. Doniach and colleagues! in three of a series of 54 
severely hypertensive patients. The first patient became 
increasingly dyspnoeic after seven months’ treatment 
with high doses of hexamethonium. The radiological 
changes in the lungs were sufficiently like tuberculous 
infiltration to justify a course of antituberculous therapy, 
and hexamethonium was temporarily stopped. The 
symptoms improved and did not recur when the drug 
was restarted. In the other two cases, also on large 
doses, dramatic relief of dyspnoea occurred with rest in 
bed, and radiological clearing on stopping hexameth- 
onium. Unfortunately, however, the blood pressure rose 
and both patients died as the result of their hyperten- 
sion. At necropsy the lungs showed a diffuse inter- and 
intra-alveolar fibrosis, with preservation of the alveolar 
elastic pattern, typical of the process known as “ carnifi- 
cation.” The chief cause of carnification is failure of 
absorption of a fibrinous alveolar exudate, such as may 
occur in prolonged cardiac or renal failure. However, 
in spite of the fact that the radiological changes 
resembled those seen in pulmonary oedema, neither 
cardiac failure nor uraemia appeared to be responsible 
for the dyspnoea. In fact the authors were cautious in 
attributing the syndrome to hexamethonium, and sug- 
gested that it was not necessarily an indication for 
abandoning treatment. 

H. M. Perry and colleagues* have recently reported a 
further eight cases in patients who were not uraemic but 
whose hypertension was poorly controlled in spite of 
large doses of blocking agents. The clinical and patho- 
logical findings are similar to those reported by Doniach 
et al., and, though “fibrinous pneumonitis,” as they call 
it, was identical anatomically with that occurring in un- 
treated patients dying of renal failure, it was significantly 
more common in the methonium-treated group. More- 
over, it was rare in non-uraemic patients, except in those 
receiving methonium compounds, and the authors 
suggest that these substances may have a similar action 
1 Doniach, I., Morrison, B., and Steiner, R. E., Brit. Heart J., 1954, 16, 101. 
2 Perry, H. M., O'Neal, R. M., and Thomas, W. A., Amer. J. Med., 1957, 
’ smirk, F. H., British Medical Journal, 1954, 1, 717. 
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on the lungs to the products of nitrogen retention. A 
Series of patients with cardiac failure due to mitral 
stenosis was also studied, but fibrinous pneumonitis was 
uncommon. This finding, with the fact that circulation 
times were normal in the methonium group, tends to 
rule out increased capillary permeability and cardiac 
failure as causative factors. The mechanism therefore 
remains a mystery. The fact that apparently only two 
papers have appeared describing this syndrome suggests 
that it is an infrequent accompaniment of methonium 
therapy. It is not mentioned, for example, by F. H. 
Smirk* in a review of 250 patients. It would be instruc- 
tive to know the true incidence of lung changes attri- 
butable to methonium compounds, and whether their 
appearance is an indication for discontinuing treatment. 


PNEUMOCONIOSIS IN COAL WORKERS 


Pneumoconiosis continues to present many problems. An 
extensive study, based on the prevalence rate of this 
disease in coal workers in the British Isles, has recently 
been made by the members of the Medical Research 
Council's Phneumoconiosis Research Unit at Cardiff. The 
importance of the prevalence rate, as distinct from the 
mortality rate, is twofold : it serves as a measurement of 
the actual load on the community, and it 
preliminary step to measuring the attack rate and the 
progression rate. In this investigation it is estimated 
solely on the basis of radiological appearances, classified 
into the categories of simple pneumoconiosis (1, 2, and 3) 
and progressive massive fibrosis (P.M.F., A, B, C, and 
D). The technique of repeated radiography has been 
greatly improved, both by technical developments of 
apparatus and by increased skill of the observer, so that 
with a subdivision of miners and ex-miners into six 
groups it has been found possible to achieve a 90% level 
of repeatability. The classification used by these authors 
to estimate disability from pneumoconiosis shows that 
with all groups of simple pneumoconiosis this is slight, 
but that P.M.F. is a seriously disabling condition ; it 
probably reduces the expectation of life, though less than 
previous work has suggested. Application of this tech- 
nique to the diagnosis of concurrent tuberculous infec- 
tion presents some difficulty because of the slight distinc- 
tion between the shadows due to early P.M.F. and those 
of tuberculosis. It has been found possible to distinguish 
between “clinically significant” (that is, indicating the 
necessity for continued observation) and “ inactive 
healed” tuberculosis in miners within category 1, but 
not in categories 2 and 3 ; these two have therefore been 
included in category A (P.M.F.). Unlike the American 
and German investigators, these authors have not found 
it possible to make a reliable clinical distinction between 
P.M.F. and tuberculosis ; the only reliable subdivision is 
based on the presence of bacilli in the sputum. 

In choosing the population for investigation it was 
decided to radiograph only the underground workers in 
areas, in England, where the prevalence was low; in 
Wales both the surface and underground population 
were usually examined, or community surveys were 


s also a 
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Williams, M. H. C., Brit. J. industr. Med., 1956, 13, 231 
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made. The prevalence rate of radiological abnormality 
in the underground population of twelve British collieries 
was found to range from 60% to 20%, while the surface 
population of eight of these (in Wales) showed preva- 
lence rates ranging from 40% to 20%. In four of these 
Welsh collieries the prevalence was similar to that of 
French collieries and higher than that of Ireland. Belgian 
miners have a higher percentage of simple pneumo- 
coniosis but a low rate of P.M.F., attributable possibly 
to the fact that Belgian miners go to the coal face at a 
later age than the Welsh. 

Estimation of the social and medical damage done by 
coal dust was made by analysing the factors of “ dust 
dosage "—age of the miner, his years underground, and 
his years at the coal face. Consideration of this last 
factor shows that the attack rate of pneumoconiosis in 
men working at the coal face has been very high in the 
past. On the whole, however, there appears to have been 
a true fall in the prevalence rate of both simple pneumo- 
coniosis and also of P.M.F. in the younger miners and 
ex-miners of the Rhondda during the past five or six 
years. There is a definite relationship between the radio- 
logical category and the level of unemployment, when 
due allowance is made for age ; and the more advanced 
cases of P.M.F., unlike those of simple pneumoconiosis, 
are associated with loss of weight. All the evidence, in 
fact, goes to show that simple pneumoconiosis, while not 
itself a condition entailing severe pulmonary disability, 
carries nevertheless, except for cases in the first category, 
a liability towards the development of P.M.F. This is a 
much more chronic, progressive, and disabling disease, 
with an increasing tendency to association with tuber- 
culesis. It is thus evident that preventive measures must 
be focused on an attempt to reduce dust concentrations 
to a level where simple pneumoconiosis, the forerunner 
of P.M.F., will affect the minimum number of miners. 
Routine radiography, with removal from the mine of 
men who fall into a category higher than that of simple 
pneumoconiosis, would further reduce the number of 
cases of P.M.F. and of tuberculosis in the collieries. 


MEASURE TO MAID 


The beautiful proportions which artists throughout the 
ages have been able to portray in the female figure 
must often have amazed doctors, or beachcombers for 
that matter. For when an unselected sample is 
examined, the human body is notable more for its 
extreme departures from the average in every direction 
than for its resemblance to the figures on the Parthenon 
frieze. But if we are inclined to see the women of 
ancient Greece through the eyes of Phidias, or of 
twentieth-century France through the eyes of Matisse, 
posterity will have the advantage of knowing what our 
contemporary British women were like by turning to 
Women's Measurements and Sizes (a study sponsored 
by the Joint Clothing Council Ltd.).? 

In 1950 the clothing industry decided there was a 
need to measure a large sample of British women in 
order to gather data from which to manufacture better- 
fitting clothes. With the help of the Ministry of Health, 


1 Women's Measurements and Sizes, Board of Trade, H.M.S.C °., 30s. 
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DINDEVAN is a registered Trade Mark and may only be applied to the 
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DINDEVAN is a potent haemorrhagic agent in which a high degree of 
purity of composition is essential. The criteria established by Evans Medical for 
the production and control of DINDEVAN are of a special character. We must 
therefore disclaim any responsibility in connection with tablets not of our manu- 
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Trade Mark DINDEVAN to take such action as we consider necessary to protect 
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to achieve prompt control of infection 
has proved of value ina wide range 
of conditions. The following 
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: Bes effective in the treatment of infections 


due to organisms resistant to 


other antibiotics: 


© It is effective against a wide range of 
pathogenic organisms. 

© Oral dosage promptly produces therapeutic 
blood levels adequate to deal with infection 
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© Appearance of new resistant strains is 
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resistance with other antibiotics occurs. 
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this laudable project soon got under way.  Investiga- 
tors were trained, employers approached, volunteers 
measured, electronic machines fed with data, and finally 
a book produced which, though written to help the 
clothing trade, contains something of interest to medi- 
cal men engaged in anthropometry. In all, about 
200,000 measurements were made on 5,000 women, 
whose ages ranged between 18 and 70. The results 
are recorded with thoughtful objectivity. Owing to the 
ways in which the subjects were obtained, the sample 
is not strictly representative of the British population ; 
rather too many of the women came from southern 
England, for instance, and too many of the married 
women were working in some paid occupation. But 
an analysis of some of the subgroups shows roughly 
what allowance, if any, ought to be made for the vari- 
ous sources of bias when aitempting to generalize from 
the sample. 

On the whole the measurements seem to have been 
admirably made, and, when all 200,000 of them are 
thrown into the electronic cauldron and boiled down, 
an average woman emerges. She bears a striking 
resemblance to Renoir’s women, and incidentally none 
at all to those rakish fashion models advertising 
clothes alike in the glossy magazines and the stores 
catalogues. Split up into age groups, the aver- 
age woman weighs about 9 stone at 18-29 years, 94 
stone at 30-44 years, and 10 stone at 45-64. But while 
her weight goes up her height goes down, and in these 
three age groups she measures 63.4, 63.0, and 62.1 
inches. Strongly correlated with weight are bust girth, 
waist girth, and hip girth, and on the average they all 
increase with age. Height varies by as much as 2 inches 
with economic status, being (on the average) 62.6 inches 
for women earning under £3 a week and 64.7 inches for 
those earning £10 or more, with a continuous gradient 
in between. A curious feature is that at all ages married 
women who have borne children are slightly shorter 
than married women without children. The expected 
tendency for them to be heavier is there, but is not so 
consistent. As to girth, it must be a matter of common 
observation that the top-heavy film star profile of large 
bust and small hips is, statistically, a trifle freakish. 
The data here show that among British women the hip 
girth is larger than the bust girth in 66°, and the same 
size in 25%, while the bust exceeds hips in only 9%. 
Nor are things very different in the U.S.A. A com- 
parison with an American survey carried out on simi- 
lar lines, and summarized in this publication, shows 
that the average American woman, when compared with 
the average British woman, is slightly heavier, slightly 
longer in the body and shorter in the leg, and much 
smaller in the bust. However, differences in technique 
may account for part of the differences in measure- 
ments. 

Men have not been slow to notice that women’s 
clothes combine two elements in their design—utility 
and adornment. The former was represented by a 
bearskin and the latter by woad in earlier times. Mass- 
production has nowadays made clothes at once more 
closely tailored but less individually cut. The conse- 
quences of this in the shoe industry are not always 
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beneficial, as correspondents have recently been point- 
ing out in our columns. But good fit need not be at 
odds with new fashion, and the sponsors of this study 
have performed a useful service in doing their best to 
see that it shall not be. 


SEEING IN THE DARK 

In time of war the ability of Service men to see well 
under conditions of low illumination is of great value on 
land, at sea, and in the air. At the beginning of the 
second world war the selection of personnel with good 
night vision became a problem of great urgency and 
importance. One of the research groups set up by the 
Medical Research Council to study this problem has 
now published its results." The luminance (brightness) 
levels required to resolve black Landolt rings (broken 
circles) of different sizes were measured by testing 22 
young adults. The luminance levels were found to corre- 
late closely with absolute threshold measurements made 
by exposing a disk of light to the subject for 0.2 sec. 
Furthermore, the ability of an observer to perceive 
under dim lighting a complex visual scene, such as an 
unusual Hogarth print, also correlated well with the 
absolute sensitivity of the eye. Stated simply, an indi- 
vidual with high visual sensitivity to a simple flash test 
“sees ’ more in a complex scene than an individual with 
a low sensitivity. This was a point which was not widely 
appreciated in military circles in 1940, when this research 
began. 

The careful measurements detailed in this report are 
also of theoretical interest, for they confirm that under 
ideal conditions the dark-adapted retina will respond to 
a few quanta of absorbed light energy. A quantum is 
the smallest discrete “parcel” of energy that can be 
transferred from one system to another.* The applica- 
tion of quantum physics to the physiological mechanism 
of vision is opening up new areas of thought.’ R. L. 
Gregory, V. Cane, and H. B. Barlow,‘ °° at Cambridge, 
have applied those mathematical concepts originally 
developed by engineers for dealing with the problems 
of communication to a variety of visual thresholds 
in the hope of producing a basic theory which 
will account. for the many properties of the retina. 
This application of physics and mathematics to 
sensory physiology may well show further interesting 
developments in the future. Optical factors also play a 
part in the detection of objects in the visual field both at 
low and at high levels of illumination.” The accom- 
modation mechanism of the eye does not remain 
stationary under conditions of low contrast, and there 
may be a tendency for the observer to become myopic.* 
Some recent work suggests that this myopia may be a 
problem in fast flight at high altitudes.’ 

Pirenne, H., Marriott, F. H.C., and O'Doherty, E. “ Individual 


Differences in Night-Vision Efficiency,’ Spec. Rep. Ser. med. Res. Coun. 
(Lond.), No. 294, 1957, H.M.S.O., London 


s Progr. Biophys., 1951, 2, 193. 

8 Biol. Rev., 1956, 31, 194. 

* Gregory, R. L., and Cane, V., Nature (Lond.), 1955, 176, 1272. 
, Ba low, H. B.. J. opt. Soc. Amer., 1956, 46, 634. 


—— J. Physiol., 1957, 136, 469. 

71e Grand, Y., Optique* Physiologique, 1956. 3, Paris. 

® Campbell, F. W., J. Physiol.. 1954. 123, 357 

* Woiteside, T. C. D., Problems of Vision in Flight at High Altitude, 1957, 
London. 
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FUNGOUS DISEASES AND THEIR 
TREATMENT 
A SPECIAL CORRESPONDENT] 


On July 22, 23, and 24 a symposium on “ Fungous Diseases 
and Their Treatment ” was held at the Institute of Diseases 
of the Chest, Brompton Hospital, London, in association 


with the Institutes of Child Health, Dermatology, and 
Obstetrics and Gynaecology. The occasion was a notable 
one, because for the first time at such a meeting it was 


possible to include reports of successes in the treatment of 
the systemic mycoses. The audience of 120, of whom 15 
were from abroad, was invited, and represented a wide 
variety of interested specialties. 


Pathology and Immunology 


The first session was on pathology, with Professor R 
CRUICKSHANK in the chair. Dr. R. W. Rippett (London) 
opened by discussing under three main headings the fungi 
pathogenic to man, the filamentous, yeast, and dimorphic 
organisms. This morphological division represented an 
ascending scale of parasitism. The fungi that cause skin 
lesions could be grouped according to their ability to invade 
keratin and to parasitize subcutaneous tissues, and a similar 
division in pulmonary infections was illustrated by con- 
trasting locally invasive fungi, such as Aspergillus fumigatus, 
with organisms which disseminate, such as Cryptococcus 
neoformans and Histoplasma capsulatum. Professor W. St. € 
Symmers (London) dealt with the wide range of tissue re- 
actions which occurs in the deep-seated mycoses, illustrated 
by patients seen in Britain in the last ten years. Yeasts 
might be simulated by a number of artifacts, mucus-secreting 
carcinoma cells and Flemming’s stainable bodies of nuclear 
debris The use of special stains, in particular the 
periodic-acid-Schiff and silver impregnation methods, was 
of value in histological diagnosis. Further, the parasitic 
form of one fungus might closely resemble that of another, 
so that certain diagnosis was possible only by culture and by 
animal inoculation. Dr. F. Mariar (Paris) described infec- 
tions due to the aerobic Actinomycetes, particularly myceto- 
mata of the exposed parts. His in vitro studies suggested 
that sulphones might be effective against these infections. 

The question of immunity in yeast infections was dis- 
cussed by Dr. H. I. Winner (London), who cautioned 
against transferring direct to mycology concepts of immunity 
gained from bacteriology. The size of the yeast cell 
led to foreign-body reactions, and its more complex anti- 
genic structure could be assumed to influence the host's 
response. In animals innate and probably also acquired 
immunity to yeasts could be demonstrated, and experimental 
studies suggested that both a mechanical and a toxic 
“specific metabolic factor” contributed to the death of 
animals experimentally infected with Candida albicans. 

Miss CHaRLotTTe Camppett (Washington) described the 
serological diagnosis of histoplasmosis and emphasized the 
importance of employing two antigens (one yeast-phase sus- 
pension, the other histoplasmin) in complement-fixation 
tests The collodion agglutination test should also be 
included. By so doing, circulating antibodies could be 
demonstrated soon after exposure and before histoplasmin 
skin-test conversion occurs. A positive result would indicate 
the cases where mycological culture would be profitable, 
at a stage when this was most likely to be successful. 
In surveys serological tests were of assistance in detecting 
local areas of disease in zones of low endemicity. In long- 
standing or quiescent cases histoplasmin skin tests were 
helpful, for in such patients circulating antibodies were 
often no longer demonstrable. 


Dermatology 


In the dermatological session, over which Dr. G. B. 
DowLino presided, the pathogenesis, “epidemiology, and 
treatment of skin infections were discussed by, respectively, 
Professor R. VANBREUSEGHEM (Antwerp) and Dr, J. G. 
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Hoimes (Coventry), Miss Mary (Bristol), and Dr. 
BRIAN Russert (London) and Dr. A. J. E. Bartow 
(Huddersfield). Dr. A. TickNer (London) described the 
chemistry of pigments isolated from the dermatophytes. 
Trichophyton rubrum infections, according to Dr. C, D. 
CALNAN (London), were increasing in frequency and now 
presented a serious problem because of their resistance to 
treatment. In the discussion opened by Dr. C. H. WHITTLE 
(Cambridge) the only person to report success in treating 
these infections was Professor H. Gotz (Munich). 
Medicine 

Dr. J. G. Scappine, dean of the host Institute, presided 
at the first session on the second day. Dr. M. L. FurcoLtow 
(Kansas City) described the protean clinical manifestations 
of histoplasmosis which had partly accounted for the 
delayed recognition of the disease. Dr. PHYLLIS EDwWARrDs 
(Washington) presented the results of large-scale surveys to 
define the distribution and prevalence of histoplasmosis in 
various parts of the world. The recording of the size of 
the skin reactions as percentage frequency-distribytion curves 
provided a useful basis for distinguishing specific from non- 
specific histoplasmin sensitivity, for in some areas the adop- 
tion of the traditional 5 mm. criterion for a positive reaction 
could be misleading. Dr. Edwards suggested that infections 


other than histoplasmosis or coccidioidomycosis might 
account for the histoplasmin sensitivity found in some 
places 

Dr. K. F. W. Hinson (London) described the pathology 


and diagnosis of aspergillosis, a fungous infection seen not 
infrequently in Europe. The two main types of infection 
were the saprophytic (mycetoma) and the allergic. He was 
followed by Dr. G. SeGRETAIN (Paris), who discussed the 
mycological findings in 15 cases of aspergillosis. In some 
cases there had been invasion of the tissues. Dr. C. J 
FULLER (Exeter), describing a group of patients with 
“farmer's lung,” defined a syndrome which has probably 
a greater incidence than is generally realized. Within a few 
hours of working in heavy concentrations of hay or thresh- 
ing dust susceptible subjects develop shortness of breath. 
tightness in the chest, fever, and malaise. Though no radio- 
logical changes were evident at first, fine mottling, particu- 
larly in the middle and lower lung zones, became apparent 
if initial exposure had been heavy or if exposure was 
repeated daily Fibrosis of lung might be an ultimate 
result. Dr. J. W. Pierce (London) summarized the radio- 
logy of the pulmonary mycoses, and showed that, although 
no one finding could be regarded as characteristic, there 
was during the course of each disease some feature which 
might suggest a fungal aetiology. Dr. K. Crrron (London) 
described his preliminary findings with direct bronchial 
sensitivity tests using fungal antigens, some of which gave 
positive results even when skin tests were negative. Open- 
ing the discussion, Dr. J. L. Lrvincstone (London) said 
that the allergic group of aspergillosis cases with fleeting 
radiological shadows and eosinophilia were usually cases 
of asthma with a superadded mycotic infection. 


Therapeutics 

Professor L. P. Garrop (London) set the stage for the 
session on therapeutics by emphasizing the barrenness of 
this field in the past. Dr. T. ANDERSON (Glasgow) said the 
incidence of Candida albicans in sputum had doubled since 
the use of the broad-spectrum antibiotics ; in the faeces the 
increase was very much greater, probably because of the 
considerable residue of antibiotic left in the bowel. The 
frequency of its isolation led to the ready incrimination of 
this organism as a pathogen, though it was equally difficult 
to absolve it from blame. Diarrhoea and glossitis occurring 
during antibiotic therapy were, he said, unlikely to be direct 
results of the presence of yeasts. Dr. N. S. PLUMMER 


(London) reported rather depressing results in the treatment 
of aspergillosis save where local resection was possible. 
Treatment of pre-existing disease—for example, bronchi- 
ectasis—should not be ignored in favour of antimycotic 
therapy, and he warned against the operative difficulties 
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often encountered in these cases and the risk of post- 
operative fungous infection. 

Mr. O. S. Tusss (London) said they could now expect to 
cure cases of actinomycosis by giving large doses of peni- 
cillin over long periods. He also discussed the indications 
for surgery. Dr. E. Drouner (Paris) reviewed a large range 
of fungicides many of which are, unfortunately, too toxic 
for clinical use. He dealt with antibiotics under three 
groups—those which are antibacterial, those which have 
both antibacterial and antifungal activities, and the purely 
antifungal agents. This last group included cycloheximide 
and the polyenes (nystatin and “amphotericin B™). With 
the latter group a new horizon has opened, as was con- 
firmed by Dr. M. L. Furcotow (Kansas), who described 
encouraging preliminary results from the use of ampho- 
tericin B in the treatment of cryptococcosis (torulosis) and 
histoplasmosis. Laboratory and clinical studies suggested 
that this agent might prove a “ broad-spectrum ” antifungal 
antibiotic. 

Dr. G. T. Stewart (Croydon) concluded this session by 
considering the mode of action of various substances active 
against pathogenic fungi and illustrating their effect on 
fungus morphology. Most of these drugs were fungistatic, 
though fungicidal activity was occasionally achieved at 
therapeutic levels with polyene, diamidine, and oxyquino- 
line substances. The active compounds had in common 
the property of unsaturation, and he suggested that the 
polyenes act by a highly specific interference with a critical 
phase of dextrose metabolism. 


Gynaecology 


With Professor W. C. W. Nixon (London) as chairman, 
Professor I. DonaLp (Glasgow) opened the session on 
gynaecology on the last day by reviewing the clinical 
features of vulvo-vaginal moniliasis. Monilial infections 
accounted for a significant number of cases of vaginal dis- 
charge even in the absence of both glycosuria and preg- 
nancy, and the high incidence of carriers of C. albicans 
made it essential to adopt scrupulous techniques in vaginal 
examination if transference of infection was to be avoided: 
perfunctory rinsing of gloves in antiseptics between patients 
was inexcusable. In a gynaecological out-patient depart- 
ment the only practical way of preventing cross-infection 
was to use a fresh sterile pair of gloves for each examina- 
tion. Subpreputial infections in the male might also be a 
source of female infection. Nystatin would often relieve the 
symptoms of vulvo-vaginal moniliasis after one day of treat- 
ment. Eight-four per cent. of pregnant patients had been 
cured symptomatically and culturally of C. albicans infection, 
13% relapsing. Similar good results had been obtained in 
non-pregnant patients without glycosuria, and also in 
diabetics provided the glycosuria was controlled. Where 
it appeared that an infected cervix accounted for recurrences 
of infection, he recommended diathermy conization of the 
endocervix. Although so far there was no evidence of the 
development of fungal resistance to nystatin, excessive use 
of this drug should be avoided. Dr. R. F. JENNISON (Man- 
chester), supporting these observations, quoted his own 
results from a trial comparing the results of treatment of 
vaginal moniliasis with nystatin or 1%, gentian violet ; 
failures in the nystatin group were all in pregnant subjects. 

Dr. Sytvia Dawkins (London) gave the results from her 
survey of the incidence of yeasts in vaginal secretions in 
pregnancy. Candida albicans occurred no more frequently 
in later pregnancy (12-15%) than at 16 weeks, but its inci- 
dence was significantly reduced in the post-partum period. 
In all her patients with severe pruritus C. albicans was iso- 
lated on culture, an isolation rate four times that in patients 
without this symptom ; but other yeasts were less frequent 
in patients with pruritus. There was the same positive corre- 
lation between the incidence of C. albicans (but not other 
yeasts) and severe or moderate vaginitis, vulvitis, and curdy 
discharge as had been observed in a previous series of non- 
pregnant subjects. There was no significant incidence of 
C. albicans in babies’ mouths up to 10 days of age. In 
the discussion it was stated that women might acquire vulval 
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infection from paronychial infection of their hands and that 
a high percentage of the mothers with babies suffering from 
thrush had been found to have moniliasis. 


Paediatrics 


For the final session on paediatrics Professor A. A. 
Moncritre (London) took the chair. Dr. J. B. BouNnp 
(Blackpool) described monilial infection as a definite and 
characteristic type of napkin rash to be differentiated from 
excoriated buttocks, seborrhoeic and ammonia derm- 
atitis. While emphasizing the importance of any monilial 
infection in the mother, he pointed out that less than one- 
third of these babies with monilial napkin rash had oral 
lesions. Dr. M. Boptan (London) described necropsy find- 
ings in infants and children with secondary moniliasis. In 
the neonatal period secondary moniliasis was found only in 
babies who had associated congenital deformities. Later in 
childhood, although it might occur in any debilitating state, 
the condition was particularly associated with leukaemia, 
nephrosis, or the prolonged administration of antibiotics as 
in the treatment of children with bronchiectasis and fibro- 
cystic disease. Dr. 1. A. B. Catuie (London) said that 
in children moniliasis was almost invariably secondary to 
debility from some infective or nutritional cause. 

Dr. J. MARTIN Beare (Belfast) reviewed the treatment of 
ringworm in children, and emphasized the importance of 
diagnosing by culture the particular fungus responsible. He 
advised x-ray epilation in all cases of Microsporum audouini 
infection of the scalp, although this was disputed by some in 
the audience ; he believed that other types of tinea capitis 
could be treated by topical application. 

The particular value of small symposia of this kind, 
with restricted audiences, was evident from the lively, in- 
formed, and critical discussion sessions. The proceedings of 
the symposium, which was supported by a grant from 
Messrs. E. R. Squibb and Sons, will be published in full 
in due course. 


JOINT MEETING OF AMERICAN AND 
BRITISH CLINICAL PATHOLOGISTS 
IN LONDON 


On July 9 and 10 the Association of Clinical Pathologists 
and the American Society of Clinical Pathologists met in 
joint session in London. On the first day the American 
pathologists, assisted by some of their British colleagues, 
demonstrated a “workshop” on clinical haemoglobino- 
metry. The workshop is a form of practical tutorial which 
the American Society has found useful, and this was the 
first extension of the idea to Europe. The workshop was 
held at the Royal Army Medical College, Millbank. On the 
second day papers were read and discussed at the Royal 
Society of Medicine. 


Workshop on Clinical Haemoglobinometry 

The director, Dr. F. WiLtIAM SUNDERMAN, introduced the 
workshop himself, ably assisted by Dr. VERNON E. MARTENS, 
of America, and Dr. ArTHUR JorDaNn, of Sheffield, while 
the surgeon-general of the United States Navy, Rear- 
Admiral Hoaan, assisted in its preparation, as he had done 
previously in America. Dr. M. Luspran (London) acted as 
assistant director, and a number of prominent clinical 
pathologists from both sides of the Atlantic took part as 
demonstrators. The 62 participants, ranging from registrars 
to consultants, were taken through all the stages of haemo- 
globinometry, from the calibration of pipettes to spectro- 
scopy, being treated to an admirable survey of present-day 
practice. The British pathologists also gained valuable 
experience of this new method, thanks to the excellent 
arrangements made by Dr. Sunderman and his colleagues. 


Papers at the R.S.M. 


Dr. E. M. Darmapy and Miss Fay StraNack (Portsmouth) 
opened the proceedings with a summary of their werk, 
which attempts to correlate function with anatomy in 
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familial metabolic diseases associated with abnormalities 
of the renal tubules Histological and microdissection 
techniques were described, and photomicrographs of the 
tubules in the Fanconi syndrome, familial nephrosis, 
vitamin-D-resistant rickets, and pitressin-resistant diabetes 
insipidus were shown. The pictures illustrated the “ swan 
neck ™ lesions of the tubules in Fanconi disease, the narrow 
neck of the junction of the glomerulus and the tubule in 
familial nephrosis, the undifferentiated tubule in familial 
pyelonephritis, the increased translucency in the vitamin-D- 
resistant group, and the calcium-hke plaques on the proxi- 
mal tubules in cases of hyperchloraemic acidosis. 

Dr. Joan Taytor (Salmonella Reference Laboratory, 
P.H.L.S.) demonstrated the technique of testing the patho- 
genicity of Bact. coli by means of ligated rabbit gut. This 
method, which depends on a reaction of dilatation and 
inflammation in the isolated gut, assists in differentiating 
pathogenic from apparently non-pathogenic strains of the 
same serotype 

Dr. G. Wernertey-Meiw and his colleagues from St 
Thomas's Hospital, London, discussing the mechanism of 
anaemia in leukaemia, showed that there was an occult 
haemolysis as demonstrated by radioactive isotope tech- 
niques with labelled iron and chromium. The pattern of 
uptake and disposal showed no specific pattern except in 
chronic myeloid leukaemia, where there was a high plateau 
of uptake in the liver. Curves were demonstrated showing 
combinations of aplasia, hypoplasia plus degrees of haemo- 
lysis, and normal patterns, the clinical picture depending 
on the degree of compensation or decompensation. A film 
from the Westminster Hospital on the cytological variation 
in monocytic leukaemia ended the morning session. 

In the afternoon Dr. MaGnus Haines (Chelsea Hospital 
for Women) gave a short résumé of the clinical manifesta- 
tions of endometrial tuberculosis. Any type of menstrual 
abnormality could occur—from menorrhagia to amenor- 
rhoea—and vaginal discharge was common. The condition 
had been found after abortion and ectopic pregnancy, in 
puerperal patients, and associated with post-menopausal 
bleeding. A history of previous tuberculous infection was 
given in 50-80% of cases. Pathologically the main investi- 
gation was endometrial biopsy with culture and guinea-pig 
inoculation Tiny non-caseating granulomas were found 
histologically at the edge of an endometrial gland, but to 
avoid missing them it was essential to examine more than 
one section. The best time for curettage was within a week 
of the expected onset of a period. Dr. Haines preferred 
guinea-pig inoculation to culture for confirmation of tuber- 
culous infection and obtained a high percentage of positive 
results 

Dr. H. A. Stssons (Institute of Orthopaedics, London) 
demonstrated the value of radiographic methods in bone 
pathology, thin slices of osteogenic sarcoma, for example, 
showing areas of “tumour bone” not revealed by x-ray 
examination before operation. Rarefaction of bone follow- 
ing immobilization was also much more dramatically 
demonstrated by this method. The slices of bone were 
embedded in polymerized “ perspex,” and the very thin 
sections showed up great differences in density in the bone, 
the greyer Haversian systems indicating newer bone. Dr 
M. J. H. Smrru ended the session with a discussion on the 
biochemistry of salicylate poisoning 


Preparations and Appliances 


ROLLER CRUTCHES FOR RHEUMATOID 
ARTHRITICS 


Dr. W. S. TEGNER, physician-in-charge, department of physical 
medicine, London Hospital, writes: A rheumatoid arthritic 
may have great difficulty in using conventional crutches, 
owing to arthritis of the elbows and hands in addition to 
the affliction of the hips and knees. In the course of treat- 
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ing such arthritics Miss S. G. 
Orme, principal of the Lon- 
don Hospital School of 
Physiotherapy, and her staff y 
have designed a form of 
roller crutches which have 
proved to be a great help to 
such patients. 

Trough supports are used 
for the forearms, and the 
crutches are mounted on 
eccentric roller bearings. 
The following advantages 
are gained: (1) stability is 
obtained, the patient 
does not haye to worry 
about learning the alterna- 
tive crutch-and-leg gait 
Support is continuous, and 
the patient never has to feel 
relatively unsafe when lift- 
ing crutches. The roller 
crutches have a heavy base, 
and there is no danger of a 
crutch ferrule slipping. 
(2) No help is needed in 
getting the crutches into 
position; therefore the 
patient feels more indepen- 


dent. The patient can move 
continuously, not with the 
stilted crutch gait, and can turn without losing support 
owing to the eccentric arrangement of the rollers 

These crutches are now manufactured by Remploy Ltd., of 
Queensway, Croydon, from whom they can be obtained. 


WALKING-AID FOR PARAPLEGICS 


Dr. R. S. ALLISON, senior physician, department of neur- 
ology, Royal Victoria Hospital, Belfast. writes: I should 
like to draw attention to a new type of walking-aid which 
has proved to be a great help to many patients suffering 
from spastic or ataxic paraplegia. Designed originally by 
Mrs. James Kirkpatrick, of Ballynagashel House, Bally- 
money, N. Ireland, the original model, of which an illustration 
is given, was constructed to her specification locally. Since 
then it has been 


patented, and an 
improved light- 
weight model is 
now available. 
The apparatus 
has the advantage 
of being relatively 
small, light, and | 
compact. Itcan be | 
folded and carried j 


easily in the back 4 

of a car or by > : 

hand. The base is \ 
mounted on four 

wheels and is » 


secure enough to 
prevent accidental 
overturning. When 
in use asa walking- | 


aid, the patient's | 
weight is distri- 
buted over the upper as well as the lower limbs, the hands 
grasping the handles and the trunk being tilted slightly 
forwards in the act of walking. Speed is regulated by a 
brake, and the wheels can be locked in position when 
desired so as to afford firm support in standing. The appa- 
ratus can also be converted into a temporary seat by means 
of an adjustable canvas sling so that such activities as wash- 
ing or household duties can be performed with safety. 
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‘migril tor 


q 


Dispels headache 
Disperses visual disturbances 
Defeats nausea and vomiting 


A new product—‘ Migril '—provides, for the first time, a successful 
3-way attack on migraine. 

*Migril ’ contains ergotamine tartrate (2 mgm.), caffeine (100 mgm.) 
and cyclizine hydrochloride (50 mgm.) in each tablet. The inclusion 
of cyclizine hydrochloride not only eliminates the nausea and 
vomiting often associated with migraine but also enables larger 
and more effective doses of ergotamine to be administered. 
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q BRAND 
Ergotamine Compound (Compressed) 


PACKS OF 10 AND 100 


BURROUGHS WELLCOME & CO. (tie weiicome rounoarion tro.) LONDON 
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PREDICTABLE ANTACID THERAPY 
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rapidly relieves gastric pain 
safely buffers excess acid 
non-alkalising 

non-constipating 

stable, consistent and predictable 


= 


Prodexin tablets provide the advantages of alumina buffer therapy without 
its disadvantages. The tablets are pleasant to take and when slowly sucked provide 
antacid control comparable with that obtained by drip therapy. Prodexin, however, 


does not aggravate acid secretion. 


PRODEXIN Cartons of 30 singly : 
wrapped tablets. 2 

Dihydroxy aluminium aminoacetate...0-9 gm. ° 
Dispensing packs 


Magnesium carbonate................ gm. 


of 240 tablets (basic 
N.A.S. cost 30/4d.) a 
~*~ 


L. BENCARD LTD - PARK ROYAL - LONDON -: N.W.10 
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This walking-aid is of particular value in relatively 
stationary or chronic cases of paraplegia where the dis- 
ability is not great enough to preclude standing or walking 
with the assistance of another person. The presence of gross 
muscular weakness or ataxia in the upper limbs is, of 
course, a contraindication to its use. Apart from these 
restrictions, the apparatus has been found both safe and 
simple to manipulate, and it should be of great service to 
many paraplegics in enabling them to move about the house 
more freely without danger of falling and to take short 
walks out of doors when opportunity offers. 

The apparatus is manufactured by Messrs. Carter, 65, Wigmore 
Street, London, W.1, under the name of the “ Warkirk ” and 
weighs 21 Ib. (9.5 kg.). The price is approximately £30. 


Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Oral Hypoglycaemic Compound 


Sir,—From the advertisement published in the Journal 
of August 3 (advertisement p. 13}—a most cautious and 
restrained announcement it would appear that the hypo- 
glycaemic compound for oral use, tolbutamide (* rastinon ”), 
is now available for general prescription. During the past 
year this preparation has been intensively investigated in the 
department of therapeutics, University of Edinburgh, and 
from the experience gained it would seem that only diabetics 
conforming to a certain type are usually suitable for this 
form of treatment: (1) they should have developed the dis- 
order over the age of 40; (2) they should have shown no 
previous tendency to develop ketosis easily ; (3) their daily 
insulin requirements should not exceed 40 units ; (4) their 
fasting blood glucose when receiving no insulin should not 
exceed 300 mg. per 100 ml. Only about two-thirds of 
patients satisfying these criteria prove ultimately suitable 
for this form of treatment. Of those who do not react 
favourably a small proportion even of seemingly mild 
diabetics will quickly develop ketosis after the withdrawal 
of insulin, so that the substitution of tolbutamide for insu- 
lin should always be made under careful hospital super- 
vision. The hyperglycaemia of nearly all obese diabetics 
can also be controlled by tolbutamide, which, however, will 
merely perpetuate the obesity; the correct treatment for 
such persons is dietary restriction, which by itself will 
correct the obesity and restore the hyperglycaemia to 
normal levels. 

The total daily dose of tolbutamide ranges from 1 to 
4.5 g. divided into at least two doses. No one dose should 
exceed 1.5 g. Although it would appear that tolbutamide, 
in contrast to carbutamide, is relatively free from immedi- 
ate toxic effects, we know nothing of the possible conse- 
quences of its long-term administration. Its exact pharmaco- 
logical action is still unknown, but it is certainly quite 
different from that of insulin, which has stood the test of 
time. Although the experience so far gained with it justi- 
fies its more extended use, its indiscriminate prescription 
without careful prior assessment is to be deprecated.—l 
am, etc., 

Edinburgh, 3 D. M. DuNntop. 


Listerial Meningitis 


Sir,—Drs. P. N. Edmunds, D. N. Nicholson, and D. M. 
Douglas (Journal, July 27, p. 188) state that “no published 
case of human listeriosis has occurred in Britain since 1941.” 
Commenting on this in your annotation (p. 209), you draw 
attention to the possibility of mistaking Listeria mono- 
cytogenes for a contaminant diphtheroid bacillus. We have 
little doubt that our “ case of meningitis apparently due to a 


Corynebacterium” reported in 1954’ was in fact a case of 
listeriosis, and the organism only narrowly escaped the fate 
of being disregarded as a contaminant. It closely resembled 
the “diphtheroid bacillus” reported in 1935 by Gibson’ and 
now known to be a type 2 Listeria strain. Since becoming 
aware of its true nature, we have made numerous unsuccess- 
ful attempts to demonstrate motility, but it has been possible 
to induce the production of rough colonial variants on a 
number of occasions. We have not so far made or obtained 
Listeria antisera with which to confirm the new identifica- 
tion of our organism. As is pointed out in your annotation, 
one of the cases reported by Dr. Edmunds and his col- 
leagues and two o: those in Dedrick’s series’ were infants 
in the second week of life. Our patient developed meningitis 
when 11 days old. We were able to examine swabs from 
the mother’s vagina and nose within the next few days, 
and also others from various attendants and members of 
the family, but we found no source of infection.—We are, 
etc., 
London, S.E.1. C. S. SHaw. 
D. C. Turk. 
REFERENCES 


' Shaw, C. S.. and Turk, D. C.. J. Path. Bact., 1954, 68, 627. 
2 Gibson, H. J., ibid., 1935, 41, 239 
Dedrick, J. W Amer. J. med. Sci., 957, 233, 617 


Compulsory Powers over Mental Patients 


Sir,—Your readers will doubtless take cognizance of the 
wise words of Dr. C. R. Birnie in this connexion (Journal, 
July 27, p. 234). It is desirable in every way that, in the 
initial stages of acute mental disturbance, it should be pos- 
sible to move a patient to a suitable hospital without the 
necessity of legal formalities—in just the same way as is 
done with an unconscious or concussed person. It is equally 
undesirable that such a detention, on medical authority 
alone, should last any longer than it takes to establish a 
diagnosis (in which not only medical but social factors must 
be taken into account) of the patient’s complaint. For this 
a period of two to four weeks seems reasonable and 
adequate. At the end of that time an assessment can be 
made which can be presented in coherent fashion to a 
suitable form of juridical authority, who can then take the 
responsibility for putting into effect such recommendations 
as it considers necessary for the continuation of compulsion. 
The profession will thus be relieved of the odium of this 
responsibility, while at the same time, provided the “ recom- 
mending” authority is properly constituted, the individual 
liberty of the patient will be protected at the proper stage. 
An appeal from such a decision can still lie at a suitable 
stage of the proceedings to the mental health tribunals 
recommended by the Royal Commission.—I am, etc., 


House of Commons. Mcl. JOHNSON. 


Physique and Mental Iliness 


Sir,—Dr. S. E. Finlay (Journal, July 20, p. 160) draws 
attention to certain differences which he claims exist between 
the physiques of a comparatively small sample of 71 students 
with mental illness at Leeds University and those seen at 
Oxford. So far no test of statistical significance has been 
published confirming the alleged differences, but even if 
confirmation should be forthcoming there is still the manner 
of selection to be considered. Many general practitioners in 
Oxford have extensive experience of student problems and 
in general need to refer only a comparatively small propor- 
tion of the cases they see for second opinion. The Oxford 
sample contained 40°, of mental hospital admissions, many 
with severe schizophrenic breakdown, which in young adults 
tends to concentrate in the Lf sector (Linear with fat), Thus 
the sample represents illness that is much more severe than 
would ordinarily be manageable in a student health service. 
At a recent meeting of the Royal Medico-Psychological 
Association it was demonstrated that young muscular men 
not only break down with schizophrenia less often, but also 
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have a shorter duration of stay if they are admitted to a 
mental hospital 
To demonstrate the relationship between physique 
and examination results larger samples are needed, because 
correlations between physique and intellectual perform- 
ance are usually of a lower order than those between 
physique and the temperamental and other qualities involved 
in severe mental illness. In the article’ to which Dr. Finlay 
refers only 19 Leeds students are reported who gained first- 
class honours, together with 14 who were “ bad failures ” 
academically. Even if real differences should later be estab- 
lished, there are again differences in manner of selection at 
the two universities to be considered. Whether or not the 
small band of brilliant Lf students is a phenomenon peculiar 
to Oxford it is difficult to say, but the following conclusion 
from the original Oxford report’ should not be forgotten 
“ Mesomorphs were most consistent in attaining a good level 
of performance with first- or second-class honours.”—I am, 
etc., 
Oxford R. W. Parnetwt 
REFERENCES 
Finlay, S. E Univ. Leeds med. J., 1956, § 
2? Parnell, R. W.. British Medical Journal, 1954, 2, 491 


Toxoplasmosis Simulating Glandular Fever 


Sir.—Dr. Mary Bateman (Journal, July 20, p. 141) has 
brought a useful reminder to your readers that postnatally 
acquired toxoplasmosis may give rise to a clinical picture 
resembling infectious mononucleosis. Dr. J, C. Siin’ was 
probably the first to make this observation, and therefore 
we owe to him the knowledge that toxoplasmosis is among 
the possible causes of a “ glandular fever syndrome ™ ; Dr. 
I. A. B. Cathie’ subsequently confirmed this. Siin described 
seven patients presenting with lymphadenopathy, lassitude, 
fever, and atypical lymphocytes in the peripheral blood. In 
each case the Paul-Bunnell test was negative ; serological 
investigation demonstrated that they had acquired toxo- 
plasmosis. 

May I take this opportunity of appealing to medical 
writers to break away from the present fashion of saying 
“simulate " when “resemble” is meant ? The former 
word, as with “ feign,” implies active pretending.—I am, etc.. 
London. W.1 REGINALD LiGHTWOOD 
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Habitual Abortion Due to Insufficiency of the 
Internal Cervical Os 


Sir,-Abortion and premature labour may start in three 
different ways: (1) by bleeding associated with placental 
separation, (2) by painful uterine contractions, or (3) by 
rupture of the foetal membranes. In those cases in which 
the first evidence of impending abortion is premature rupture 
of the membranes, it is tempting to assume, as do Mr. V. B. 
Green-Armytage and Professor J. C. McClure Browne 
(Journal, July 20, p. 128)}—and many before them—that an 
incompetent cervix is the cause. There is no reliable 
evidence to support this view, and, indeed, a controlled study 
of cases of abortion and premature labour reported in 1956' 
showed that patients with radiologically demonstrated 
cervical deficiency are not more likely to commence labour 
in this way than in any other. Moreover, those women who 
have a normal upper cervix according to hysterography are 
just as likely to begin the evacuation of their uteri by ruptur- 
ing the membranes as are those with a “ funnel "-shaped 
cervix. 

Out of a total of 306 cases of premature labour and abor- 
tion studied, 104 (34%,) gave a history of rupturing the mem- 
branes as the first sign that the uterus was about to evacuate 
itself. In cases where a probable cause for the mishap could 
be determined clinically (for example, foetal abnormality, 
twins, hydramnios, hypertension, toxaemia, etc.) premature 
rupture of the membranes occurred in 42 out of 174 (24°). 
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Of the remaining 132 cases in which the cause of abortion 
or premature labour was not obvious, 81 were later subjected 
to hysterography, and the findings were as follows : 


No. Commencing 


Hysterographic No. of Abortion or Labour 

Appearances Cases by Rupturing 

the Membranes 
Cervical incompetence is 42 (32%) 
Cornual malformation 19 10 (53°,) 

Cervical incompetence and cornual 
> > 

malformation i2 § (42°,) 
Normal uterus 12 § (42°,) 
Total 8! 32 (40°%) 


Whatever be the cause of premature rupture of the mem- 
branes, it is one which operates indiscriminately throughout 
the various groups of cases of recurrent abortion. Further- 
more, if a sufficiently large number of cases are investigated 
it will be found that many women will carry a subsequent 
pregnancy to term despite a history of previous abortions, 
despite a radiological demonstration of an incompetent 
cervix, and despite not receiving any treatment—medical o: 
surgical 

It has to be recognized too that a cervix which is anatomic- 
ally norma] between pregnancies may be functionally in- 
competent during pregnancy. Its efficiency as a functional! 
sphincter may even vary from pregnancy to pregnancy in 
the same woman. Even so, the finding of a dilated cervix 
and a bulging bag of membranes during pregnancy is not 
necessarily significant and is not incompatible with the con- 
tinuance of pregnancy to term. 

In making these comments it is not intended to decry the 
value of the Shirodkar type of operation in certain cases of 
recurrent abortion but to emphasize the difficulty both in 
deciding which cases are suitable for it and in assessing the 
results. If the diagnostic criteria suggested by Mr. Green- 
Armytage and Professor McClure Browne are accepted, then 
many unnecessary purse-string operations will be carried out 
and many will receive undeserved credit for the birth of a 
live baby. 

Our study led us to conclude that, although an incompetent 
cervix is a significant cause of abortion and of premature 
labour, its reliable diagnosis as the operative factor in any 
individual case is almost impossible. The nearest approach 
to the diagnosis is a well-authenticated history of several 
abortions occuring after the 14th week, the foetus being alive 
at birth and the process of expulsion being characterized by 
painless dilatation of the cervix, associated with a hystero- 
graphic evidence of a funnel-shaped cervix between preg- 
nancies. A history of the membranes rupturing before the 
onset of expulsive uterine contractions is without significance 
in this context. Even if these criteria are accepted, the 
Shirodkar operation is often empirical and its results indeter- 
minate. 

It may be added that our findings support the statement 
made by Mr. Green-Armytage and Professor McClure 
Browne to the effect that an incompetent cervix, although 
it may be caused by previous obstetrical or surgical injury, is 
often found in women who have never had any interference 
with the internal os. In such it presumably represents either 
a developmental anatomical error or a disturbance of func- 
tion.—I am, etc., 

Liverpool J. K. WiLson. 
REFERENCE 
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Increasing Muscle Strength 


Sir,—Your leading article on increasing muscle strength 
(Journal, July 20, p. 150) has not given a correct impression 
of the discussion at the Royal Society of Medicine, and one 
cannot agree with your general appraisal of the problems 
involved. It is true that weight-lifters have made advances 
in their techniques for developing crude strength and that 
these techniques have been used in clinical practice. But the 
applications are few, and it is wrong to assume that the 
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main medical interest should be in further refinements of 
these techniques. The whole problem of restoring patients’ 
muscle function is far more complicated than the simple 
application of resistance to individual muscles or muscle 
groups. In recent years there has been much more interest 
in the neuromuscular adaptations necessary for complex 
functions requiring strength than in strength as an isolated 
phenomenon. If a patient with poliomyelitis or paraplegia 
finds it difficult to climb stairs or get out of a wheelchair, 
there can be no doubt whatever that it is a good thing to 
practise these procedures. By so doing he is learning the 
skilled use of available muscle strength, and the fact that 
individual muscle groups are not recruited maximally is not 
important. 

It has not been proved that increase in muscle strength is 
largely due to an increase in cross-sectional area of the 
muscle fibres. Dr. H. D. Darcus discussed this point at the 
meeting and concluded that “ muscle bulk is not a reliable 
criterion of strength.” It is quite wrong to assume that 
an exercise {s incorrect if it does not increase muscle bulk. 
“ File-cutters’ paralysis “ was a form of lead-poisoning that 
disappeared with the introduction of machine methods. It 
should not be invoked as a criticism of any particular form 
of exercise. When dealing with a painful joint it is true that 
resistance should be applied within a limited range where 
pain is least. It is not true that the resulting increase in 
strength is confined to this limited range.—I am, eic., 

London, S.E.s D. A. BREWERTON, 


Scorpion Bites 


Sin,—-Further to Dr. Syed Abdullah's letter (Journal, June 
8, p. 1366) on the use of calcium chloride for scorpion bites, 
I have found that emetine hydrochloride, 1 gr. (65 mg.) in 
1 ml., injected into the bites gives instantaneous relief. Some- 
times 4 ml. or less is sufficient. I have treated well over 
30 cases by this method, both African and European, and 
the expression of relief from pain on their faces is quite 
obvious and gratifying. 1 have found various brands of 
local analgesics quite useless. I have treated patients who 
had received a local analgesic and after 2-3 hours returned 
still with the agonizing pain, which was relieved permanently 
by emetine. Scorpion venom is a neurotoxin and emetine a 
protoplasmic poison. The reason for relief I cannot explain. 
This treatment I do not claim as an original find. It was 
passed on to me by a colleague in the medical department of 
Northern Nigeria.—I am, etc., 

Sokoto, Nigeria. M. McA. HoLMes. 


Polioencephalitis 


Sir.—With reference to the article “ Polioencephalitis ” 
by Drs. B. Snell, D. Balducci, and D. A. J. Tyrrell (Journal, 
July 20, p. 126), the following case may be of interest to 
support the view that poliomyelitis may manifest itself as an 
encephalitis with acute onset. 

The patient, a previously healthy male of 27 years, was ad- 
mitted with a 24-hour history of acute onset of vomiting, vertigo 

falling to the left when standing or sitting—and a frontal 
headache. The salient features of the clinical examination were 
horizontal and vertical nystagmus, left masseter, temporal, and 
palatal palsy, together with pronounced dysphagia. In addition 
there was incoordination of the left arm and left leg as shown 
by finger /nose, and heel/toe tests. Fundi were normal and there 
were no ocular palsies. Cerebrospinal fluid showed protein 
35 mg. per 100 ml, and cells, 10 per c.mm. Two days later 
cells were less than § per c.mm. and protein 27 mg. per 100 ml. 
Blood count on admission showed a leucocytosis of 17,400 with 
71% polymorphs. Poliomyelitis virus type 1 was isolated from 
the faeces, and a diagnostic rise in titre of blood antibodies to 
this type was also o tained All other investigations were 
normal. Recovery was good, the only residual paralysis being 
that of the left masseter, minimal in extent, and a tendency to 
walk on a wide base. 

The interesting features of this case are the acute onset, 
so sudden that the patient was able to state the exact time, 
a clinical picture resembling that of the acute cerebellar 
ataxia syndrome, isolation of poliomyelitis virus, cerebro- 
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spinal fluid changes, and a transitory leucocytosis. From 
the evidence available it would seem that one would be 
justified in labelling this case as a polioencephalitis, and 
not an encephalitis with associated poliomyelitis virus infec- 
tion, 

I should like to thank Dr. G. Emrys Harries for permission 
to publish this case and the virus laboratory of the bacterio- 
logy department, Welsh National School of Medicine, for 
carrying out the virus investigations.—I am, etc., 

Cardiff D. PHILLIPS-MILEs. 


Women’s Footwear 

Sin,—What a depressing and curmudgeonly collection of 
spoil-sports we must seem to be to any nice young thing 
who has happened to have read the correspondence in the 
Journal about women’s shoes. I was hoping one of these 
ladies would have jumped in before now and trampled upon 
one or two corns. May a member of the male sex offer a 
reverse side to the picture ? 

Mechanical experiments with two weighing machines 
adjacent to each other, and the fair victim standing with 
her heels on one and her toes on the other, will show a 
reduced weight-bearing by the “toe” machine when high 
heels replace low ones. This demonstrated that the bulk of 
the weight is taken by the heels, and there is less pressure 
on, and therefore, one would presume, less potential damage 
to, the toes than has been alleged. The raising of the heel, 
and its decrease in circumference, brings a need for careful 
balance, giving an increased awareness of stepping which 
adds to the joy of walking. The use of the leg and arch 
muscles is infinitely greater, with consequent increase in 
their power. As the weight is thrown back on to the heels 
and constant balancing is necessary, it is impossible to 
slouch. This results in a very much more upright and 
normal carriage—stomach in and chest out—leading, in 
fact, to a better respiratory excursion and more healthy 
breathing. The greatest effect is, of course, the psycho- 
logical one. Long legs are admired, and, indeed, are one 
of the essentials for the modern model. The high heel 
gives an impression, both to the wearer and the onlooker, 
of greater leg length. They also give a sensation of slimness, 
so much desired but so reluctantly striven for. The added 
inches in height lead to a sense of superiority over some 
other women, and a supposed approximation to the never 
attainable equality with the male sex. The chest expansion 
gives a few more apparent, and nowadays so much desired, 
added inches to the bust. Let us not discount the effect on 
the opposite sex. The stimulative sight of a neatly turned 
ankle in a decorative setting makes the day, or the evening, 
for many of us. What is more pleasant, and comforting, 
too, than when, ensconced in our favourite armchair, we 
hear the tap-tap of the heels of the litthe woman coming 
down the passage, knowing that soon a kiss is to be im- 
planted on our bald patch before the news is broken of 
some bargain purchased at the hat cr gown shop. Do not 
let us think that anything we can say or do will distract 
our ladies from reigning fashion, so do let us encourage them, 
and enjoy it.—I am, etc., 

Stanicy, Perths Owen McDonacu. 

Sir.—If it is'not too late to present some further points 
in the discussion about women’s footwear published in the 
B.M.J. recently, we should like to offer some comment on 
this subject in relation to the activities of the Foot Health 
Education Bureau. 

Fashion shoes, however frivolous, are naturally one of the 
major factors to be reckoned with in any programme of foot 
health education. But we must recognize that mere common- 
sense arguments and threats of foot disability will not pre- 
vent women wearing them. Among younger women foot 
ills are considered to be the prerogative of old age. Until 
pain and discomfort are present many older women will not 
give their feet a thought. Realizing that we cannot threaten, 
cajole, or persuade women away from fashion ambition, or 
remove temptation entirely from shop windows, our aim is 
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to educate them to wear fashion shoes only for social occa- 
sions and not all day and every day. But, they ask, what 
are they to wear for everyday ” 

Here we come to a new set of obstacles: (1) the fact that 
only the sketchiest formula on shoe design for foot health 
is provided by the medical experts ; (2) that most health 
features and fitting qualities plus anatomical proportions 
have been for some years confined to styles for older 
women ; (3) that this has made the words comfort and 
health in relation to feet suspect among younger women ; 
(4) that, although good shape and ranges of widths and 
fittings exist in attractive styles, they are not always intelli- 
gently handled or available in many shops ; (5) that, while 
agreeing with the medical profession that many fashion shoe 
shapes are not good for feet, we must admit that sound 
advice based on recognition of the problems of shoe manu- 
facture is the exception rather than the rule 

It is too late to tackle many aspects of this footwear 
problem ‘n some age groups. The Foot Health Education 
Bureau is working through public health departments to 
bring foot care on to the same level as care of the teeth, 
eyes, diet, hygiene, immunization, etc. Through talks to 
mothers, in clinics and welfare centres, mothers’ clubs, 
women's organizations, and parents’ meetings, the founda- 
tion of good sense is, we hope, being laid tor future genera- 
tions To-day’s worst foot health problem ts represented 
by the teen-agers The girls, who have more money to 
spend than they ever had, missed any foot health education 
courses organized during the last four years. The teen-age 
boys are often the victims of an economy plus durability 
policy in buying shoes to the detriment of their feet. Inci- 
dentally fathers, not mothers, are the worst offenders, com- 
promising often with heavy and ill-fitting shoes for their 
sons, which are certainly poor economy in foot fitness, 

Mr. R. T. Payne suggests (Journal, May 18, p. 1180) that 
a young doctor might turn to chiropody, and that the 
Ministry of Health might talk to the Board of Trade on the 
subject of footwear hazards. Unfortunately it is not as 
simple as that. Fashion shoes as a social factor cannot 
be dealt with through legislation or prescription. Do we 
need more foot specialists and chiropodists ? Do not we 
need rather closer collaboration between the foot-care pro- 
fessions and the footwear industry, plus a more realistic 
approach to public education on foot health needs ?—I 
am, etc., 

London, W.C.1 ALIce BUXTON, 

Liaison Officer 


Foot Health Educational Bureau 
Centra! Council for Health Education 


*.” This correspondence is now closed.—Ep., B.M_J, 


Phenylbutazone 

Sirn,—-I have read with disquiet the contribution of Dr. 
G. R. Venning on aplastic anaemia due to phenylbutazone 
(Journal, July 20, p. 146). The disquiet is not aroused by 
the case history. I have read in your columns from time 
to time of deaths following the use of penicillin, morphine, 
and aspirin, without rushing off to alter the contents of my 
little black bag. What I find shattering is the implication 
in his comment on this particular tragic case. To use one 
single case to damn a drug out of hand is surely as illogical 
as to forbid the use of antibiotics because one patient has 
died following a penicillin injection. I hold no brief for 
phenylbutazone. In the limited bounds of my own practice 
I have made a point of following the advice of many leading 
consultants and research workers that this is a drug which 
should be used with caution. I have used it with care and 
the precaution of frequent blood counts with considerable 
relief to my patients, where aspirin has been ineffective and 
other methods have produced no real benefit. The dis- 


advantage of this drug is the need for such caution, and that, 
as a result, its field of service is limited. I do not think 
that those who recommend it make any greater claims. 

If Dr. Venning is really sufficiently naive as to believe 
that aspirin “used in the manner recommended by the 
Medical Research Council and Nuffield Foundation report 
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(1954).” to use his own words, is the “V™ sign in the 
battle against rheumatism, my only answer is that this is the 
best propaganda to date for the suggestion that all prospec- 
tive consultants should be forced to spend a considerable 
period of time in general practice. While one must pay a 
certain amount of respect to medical findings based upon 
statistics, a unique record surely has been established here, 
where the deductions have been drawn from a consecutive 
series of one case. Dr. Venning will surely sleep peacefully 
in the knowledge that, although that record might be 
equalled, it can never be beaten.—I am, etc., 


Manchester, 19 SIMON FREEMAN. 


Sir,—No one will dispute the value of publishing fatalities 
following the use of pharmaceutical preparations——as it Is 
only by so doing that similar avoidable disasters can be 
prevented. Dr. G. R. Venning’s article on aplastic anaemia 
due to phenylbutazone (Journal, July 20, p. 146), while 
rendering a service in drawing attention to this problem, 
unfortunately gives a completely erroneous impression of the 
place of phenylbutazone in the treatment of rheumatic 
diseases. As the purpose of this letter is to be brief and 
constructive, it will neither attempt to refute his misinformed 
comments nor criticize his selection of this particular patient 
for phenylbutazone therapy. For the guidance of others, 
however, the following suggestions are offered. 

(1) In certain stages of rheumatoid arthritis, ankylosing 
spondylitis, and gout, phenylbutazone frequently gives very 
excellent results which can be obtained by no other available 
pharmaceutical equivalent. (2) Dosage: a total of 200 mg 
daily should not be exceeded ; full blood counts should be 
carried out before treatment and at regular intervals during 
treatment. In all the published cases in which I have read of 
fatal toxic effects following the use of phenylbutazone (in- 
cluding Dr. Venning’s case) the dosage recorded has been 
much higher than this amount. (3) Patients should be 
warned of possible toxic manifestations and should be in- 
structed to report any such effects immediately, 

By following this regime and by careful selection of 
patients, phenylbutazone has been most successfully used 
in many hundreds of cases attending my hospital clinics 
over the past six or seven years, with only a very few minor 
and easily controlled toxic effects. Moreover, in the very 
near future, certain less toxic metabolites derived from 
phenylbutazone, but with equal pharmacological effects, may 
become available. In conclusion, the medicinal treatment 
of rheumatoid arthritis at present rests mainly on the triad 
of salicylates, phenylbutazone, and the corticosteroid 
hormones. It would therefore be a retrograde deprival if 
any one member of this triad ceased to be available.—1 am, 
elc., 

Coventry JOHN SHULMAN. 


Polyneuritis and Illness in Cats 


Sir,—I was most interested in the letter from Dr. P. J. 
Bennison (Journal, July 27, p. 237) about polyneuritis and 
cats. I feel that with his experience and that of Dr. T. G. 
Reah (Journal, July 13, p. 100) the association is more than 
coincidental. Before the publication of Dr. Bennison’s letter 
I had been following up the possibility of an association 
with the commonest cat influenzal disease, which has mainly 
respiratory symptoms. My veterinary colleagues told me 
that this was due to a large virus related to the lympho- 
granuloma inguinale group. On this suggestion we exposed 
the patients concerned to a Frei test, which was uniformly 
negative, but, on the suggestion of Dr. Bennison, we were 
probably following up the wrong infection in the cat and 
it would be more helpful to follow up the feline enteritis 
disease, which causes a high mortality in cats and is very 
often epidemic. As a result of Dr. Bennison’s letter, we 
intend to follow this up on these lines. His letter has been 
most helpful, and I am most grateful to him for publishing 
it.—I am, etc., 

Bristol, 8 A. M. G. CAMPBELL. 
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Polytetrafluoroethylene Films in Baking 


Sik,—From time to time we have drawn attention to the 
need for evaluating the extent of residues resulting from the 
projected use of new processing aids in the food industry.’ 
Thus, some years ago,* we discussed the potential take-up 
of silicon by bread from silicone resin pan glazes when used 
as a replacement for tin-greasing, and showed that no health 
hazard appeared to be involved in their use. These glazes 
have now been introduced in domestic cooking utensils to 
reduce, for example, the quantity of fat used in frying, and 
because of their non-sticking properties. Similarly, the 
plastic polytetrafluoroethylene (P.T.F.E., “ fluon ”) may be 
applied to metal surfaces, either in the form of a dispersion 
which is sprayed on and then cured or used in the form of 
prefabricated sheets or cylinders. Because of its non-sticking 
properties, it is potentially useful as a coating for bread 
and cake tins. We have examined the uptake of fluorine by 
bread and cake baked in pans treated with P.T.F.E. As such 
a use might find its way into domestic practice, as in the 
case of silicones, we felt our experience may prove generally 
informative. 


Bread was baked in P.T.F.E.-coated tins for two differing 
baking times (1) at 400° F. on five successive days and (2) at 
550° F. on another five days. Control loaves were baked in 
conventionally greased tins. Fluorine was determined on the 
air-dried samples by the Society of Public Analysts’ method,’ and 
in the control loaves the natural fluorine content of the crust was 
found to be 0.70 p.p.m. and of the crumb 0.75 p.p.m., the 
difference not being significant. Four loaves were prepared in 
each bake under the conditions mentioned using P.T.F.E.-coated 
tins. The products were bulked after air-drying, and on analysing 
aliquots it was found that the fluorine content at the first bake in 
the coated tin at 400° F. was 1.80 p.p.m., falling to 1.50 p.p.m. at 
the fifth bake, rising to 2.55 p.p.m. when the baking temperature 
was increased to 550° F. and falling to 0.90 p.p.m. at the fifth 
bake at this higher temperature. Although after a number of 
bakings the fluorine content of the crust was reduced to an 
amount closely approaching the natural fluorine content of bread 
it was thought advisable to ascertain whether an initial heat 
treatment or “ curing’ would reduce the take-up during the 
initial bakings. Accordingly, comparisons were made of the 
fluorine content of the air-dried crust from loaves baked in tins 
(A) without curing, (B) by sintering for 15 minutes, and (C) by 
sintering for 60 minutes at 626-662° F. The following fluorine 
contents in p.p.m. were obtained after allowing for the natural 
fluorine content of the bread. 


Tin A B c 
Ist baking 56 3.1 2.2 
2nd baking 38 3.2 1s 
3rd baking oh ° 2.0 1.5 11 
Sth baking 0.7 0.7 0.4 


Clearly, an initial heating of the tins before use has consider- 
ably reduced the fluorine uptake. A longer sintering time of 
34 hours at 680° F. was then examined with the following 
results on bread subsequently baked in the tins so treated. After 
allowing for the natural fluorine content present in bread, the 
uptake of fluorine was calculated and is again expressed in 
p.p.m. in the air-dried samples, and as before the crust portion 
is approximately one-fifth of the loaf. 


Excess fluorine in Excess fluorine in 


Number of bakings whole loaf crust 
1 0.19 0.94 
3 0.12 0.60 
$ 0.0 0.0 


Thus it will be seen that curing under these conditions has 
resulted in a very small fluorine uptake. The overall increase in 
fluorine content is reduced to as little as 0-0.19 p.p.m. beyond 
the natural content of fluorine in bread baked in non-P.T.F.E.- 
treated tins, which in this latter series of experiments was 
0.90 p.p.m. 

Madeira, sponge, and high ratio cakes were then baked in 
contact with P.T.F.E. coatings sintered under the last-mentioned 
conditions. The natural fluorine content on the air-dried sample 
of the Madeira cakes was 1.25 p.p.m., and the fluorine content at 
the Ist bake on the treated tin 1.23 p.p.m., and at the I lth bake 
1.23 p.p.m. Corresponding data for sponge cakes were 
0.92 p.p.m., 0.92 p.p.m., and 0.92 p.p.m. at the 10th bake, and 
in the case of high ratio cake 0.78 p.p.m., 0.81 p.p.m., and 
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0.84 p.p.m. at the 10th bake. This clearly demonstrates that 
the uptake is negligible when adequate “ curing ” has been given. 

It is interesting to note that the fluorine contents of the 
bread or cakes in the experiments in which suitably “ cured ” 
P.T.F.E. coatings were used were considerably less than the 
proposed* limit for the fluorine content for self-raising flour 
of 3 p.p.m. Thus it emerges that the fluorine uptake from 
P.T.F.E.-coated tins or baking sheets is considerably reduced 
by “curing” at 680° F. for 3-4 hours. Indeed, in these 
circumstances there is little or no increase in the total fluorine 
content of the products baked thereon. We have advised 
the baking industry of the desirability of the “curing ” 
process, and should P.T.F.E.-treated utensils be offered to 
the public we feel it would be advantageous if this practice 
was also followed, and, if possible, prior to their sale-—We 


are, etc., J. B. M. Coprock. 
R. A. KNIGHT. 


Research Station, British Baking 
Industries Research Association. 


Chorleywood, Herts. 
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Speed Warning Device 


Sir,—It was a nice compliment of Mr. D. T. Dickinson 
(Journal, July 20, p. 162), but 1 do remember the com- 
paratively docile “ T” model Ford. Indeed, 1 witnessed one 
of its favourite tricks. Years ago in the outback of Australia, 
where this car was very popular because of its easy clear- 
ance over tree stumps, I watched a sheep farmer being gently 
run over after starting his car on the handle, get up un- 
injured, chase his runaway, remount, and calmly continue 
the inspection of his boundary fences. It proved to be the 
only amusing and harmless car accident of my experience. 
Perhaps Mr. Dickinson remembers the day when it was the 
law for a mechanically propelled vehicle to be preceded by 
a man on foot carrying a red flag. We have come a long 
way since then. 

The prevention of road accidents requires much more than 
a man carrying a red flag before the vehicle, or red lights 
on, and hymns from, its dashboard. Now any young Tom, 
Dick, or Harry with an ordinary licence is permitted to 
drive a car capable of speeds far exceeding 100 m.p.h. The 
result of this “ freedom of the road” is on the record. The 
first motor-vehicle road traffic fatality in this country 
occurred on August 17, 1896, at the Crystal Palace, South 
London, when Mrs. Bridget Driscoll was run down and 
subsequently died of her injuries. Since then 232,000 have 
died and 10,000,000 have been injured from road traffic 
accidents. What will the record be for the next 60 years ? 
Although the motor-vehicle fatality rate per unit of travel 
has been halved during the last twenty years, the great 
increase in the use of cars, trucks, and buses on our roads 
has yearly increased the numbers of casualties. Last year’s 
total was the highest on record, with nearly 5,400 fatalities 
and over 262,000 injuries (damage to property and goods in 
transport is not recorded, but must be considerable). If 
this is to be our average then the next 60 years will, unless 
we do something about it, result in 324,000 killed and 
15,720,000 injured. Figures alone do not tell the whole 
story. Most road accident victims are in the younger male 
age groups. This is significant in terms of the personal 
and productive resources of the country. Accidents now 
rank first as the cause of death in all males between the 
ages of | and 35 years, and are outranked in older age group 
males only by cancer and the so-called degenerative diseases. 
The man-days lost from work each year, as a result of 
injuries, are enormous. 

At the recent Annual Meeting of the British Medical 
Association in Newcastle, the panel discussion on road acci- 
dents (Journal, July 27, p. 231) was in unanimous agreement 
that additions to the present hospital casualty treatment 
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services represent the first stage in the avoidance of delays, — the first cause. An intellectual exercise to formulate a basis 


essential to improved methods of treatment if in the future 
we are to lessen the number of deaths and improve our 
standard of functional recovery. The panel had not the 
time to” consider accident prevention. Yet within the 24 new 
major accident departments they recommended there is a 
very strong case for the establishment of research teams to 
study the wide field of prevention These, working along- 
side clinicians and helped by police and ambulance reports 
and on the evidence of the accident victims themselves, 
should produce worth-while factual evidence on which to 
base improved methods of prevention 

Road accidents have all the characteristics of a mass 
disease of epidemic proportions, capable of study by estab- 
lished epidemiological methods. The “ noxious agent” is 
clearly the motor vehicle, the “ host ” its driver, who is con- 
ditioned not only by his behaviour but equally by his 
environment—.e., the design and state of the roads he drives 
on and the vehicle under his control. There is no easy solu- 
tion to this serious and growing epidemic. Prevention and 
treatment demand, and must one day receive, the full 
measure of medical attention they deserve. Propaganda for 
better speed-warning devices, campaigns to make the public 
more accident-conscious, are only makeshifts. Funda- 
mentally the problem is the concern of preventive and cura- 
tive medicine The men and the knowledge are available 
It is a matter for the Ministry of Health first to accept the 
responsibility and next to mount the attack by attracting the 
right type of staff, at all levels, to get on with the job. The 
cost would be insignificant compared to the overall costs of 
accidents to the nation.—I am, etc., 


Birmingham. 1¢ WILLIAM GISSANI 


Churches’ Council of Healing 


Sirn.—Dr. Jane H. Thompson's letter Journal, July 27, 
p. 238) is welcome, but we are a conservative profession 
demanding intellectual satisfactio® before taking any new 
step. In this context we ask to be convinced on two parti- 
culars: (1) that there is such a thing as spirituality ; 
(2) that the Newtonian laws of gravitation and motion (on 
which we are trained) must now give place to the laws of 
relativity. The latter change the meaning of the term gravita- 
tion, so that it now applies to the field of radiation extending 
from a mass centre to a peripheral plane with the prob- 
ability of a two-way transfer of energy. The universe is 
the gravitational field of its own mass and both are finite 
The nature of the action which restores the co-ordinates of 
curvature to the peripheral plane is unknown, but it would 
not outrage reason if Dr. Thompson equated the spiritual 
plane with the Einstein two-dimensional boundary. So much 
is valid theory Since Einstein's special theory has been 
confirmed by the nuclear physicists, there is every reason 
for philosophers and biologists to assume that the general 
theory is also valid Dr. Thompson and her friends can 
therefore assert with Einstein himself that the appearance of 
the co-ordinates of curvature (that s, the emergence of 3-D 
space out of the 2-D plane) is an act of intelligent creation. 
They can assert that the unbounded 2-D plane is the spiritual 
plane which the pure of heart are said sometimes to reach. 

If applied to the understanding of the nature of knowledge. 
the general theory teaches that the sensory order occupies 
the finite space-time continuum and is separated by a 
calculable boundary from the infinite plane. The material- 
ized part of space is comprehended through the five senses 
The not-yet-materialized remainder is comprehensible only 
by mathematical and intellectual constructions. That is, man 
may aspire to comprehend the entire unified field, but there 
remains the infinite plane which cannot be comprehended 
by reason, because all its co-ordinates are zero. It is 
accessible only by intuition or revelation, which term 


we preter 

In the system of thought for which the Churches’ Council 
of Healing stands, the property of spiritual discernment is 
given to man and the gift proves his unique relationship to 


for pneumato-psychosomatic medicine may intrigue many 
who now find themselves extruded from the practice ot 
medicine at 65 and may even produce a twentieth-century 
theory for the future of medicine.-I am, ete., 

Grireith Evans 


Caernaryvon 


Heartburn of Pregnancy 

Sir.—Since entering general practice I have been impressed 
by the frequency of heartburn of pregnancy and the dis- 
comfort that it produces for the patient. I have tried in 
turn. with little benefit, the various treatments described in 
the standard textbooks on obstetrics. During the past year, 
however, I have had considerable success by using pyridostig- 
mine mestinon 

Sixty-one patients have been treated, and of these only two 
have not responded. Dosage has been one tablet daily for 
5 to 10 days. No side-effects have been encountered. A 
country general practice does not allow a controlled study 
to be made, but on clinical impression the results appear 
excellent and may interest other practitioners who find that 
the treatment of this common complaint is a problem.—I! 
am, etc., 


Swords, Eire FRANK McLOUGHLIN. 


Foreign Body in Stensen’s Duct 


Sir.—I think the following case may be unusual enough 
to warrant its inclusion in the correspondence section of 
the Journal. <A short time ago, while visiting an outlying 
farm cottage, I was asked to look in and see the baby next 
door, as it had been having difficulty in eating solids for 
the past two days. The child was about 13 months old and 
looked well. On examining the inside of its mouth I noticed 
a small bead of pus on the mucous membrane of the cheek 
with what appeared to be the tip of a thorn protruding from 
it. After some difficulty I managed to get a grip of it with 
a pair of dissecting forceps, and, to my astonishment, pulled 
out something which looked like a black worm about 2 in 
(S cm.) in length coated with pus. On floating it out in a 
cup of water I was amazed to find that it was a feather 
which must have penetrated the duct orifice, quill end first. 
In view of the age of the child and the minute size of the 
opening, I think this must be considered a unique type of 
accident. I shall be very surprised if I ever come across 
another such case. I should be very interested to learn if a 
similar case is on record.—I am, etc., 

St. Albans D. Harpy KINMONT 


POINTS FROM LETTERS 


Fainting on Parade 

Dr. A. H. Skinner (Southland, New Zealand) writes: News- 
papers in Great Britain regale us with pictures of soldiers on 
parade who have fainted and fallen, emphasizing the effect of 
the heat wave. There is no need to name any one regiment, but 
presumably every such casualty has a medical officer. Would he 
speak up ? Say there are 5,000 men on parade and there are 
10 fallen fainted and carried off. Suppose on inquiry it was found 
that none of these ten were non-smokers, would that be signifi- 
cant in any way? Or is the number too small? It seems a 
pity not to extract some information from a hot-day parade 


St. Luke’s Tide Services 

Dr. J. B. Gurney Smirn (Royal Earlswood Institution, Red- 
hill, Surrey) writes: Reading the recent letter of the Bishop of 
Lichfield (Journal, July 13, p. 105), which refers to a panel of 
doctors who would assist in the pulpit at St. Luke’s Tide, 
prompts me to make a few observations I would like to 
draw the attention of communicant Anglican doctors to the exist- 
ence of the Union of St. Luke, founded in 1948 especially to 
unite such doctors in a living spiritual fellowship and to work in 
close harmony with the clergy. The union is thus nearly 10 years 
old and numbers some 70 doctors and 12 clergy as members. A 
growth in membership is most desirable, and, as a foundation 
member office-bearer, I would be glad to hear of any intending 
members, to whom a warm welcome is extended and to whom 
full details of membership will be sent 
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THE PROBLEM OF FUNCTIONAL DISEASE 


? CARDIAC 


characters 
MISS MOLESWORTH'S SITTING ROOM. 
V. Bonnington-Smith - Consultant Cardiologist THE BEDROOM DOOR IS OPEN. 
M.D., M.R.C.P. 
Dr. B-S: "Well, Alex, let's go and look 


Alexander Paine - General Practitioner at the tracing in the other 
M.R.C.S., L.R.C.P. room. ... You keep warm, Miss 
Molesworth and we'll come back 
Miss Elfreda Molesworth - A spinster aged 62 and tell you the verdict." 


DR. BONNINGTON-SMITH ENTERS THE 


The scene is set in the sitting room SITTING ROOM AND GOES OVER TO 


of the patient's house during THE WINDOW FOLLOWED BY 
a domiciliary visit. DR. PAINE. THEY SPREAD THE 
PAPER ALONG THE SILL AND BEND 
OVER IT. 
(Although this conversation is based on a real oF. P: "You'll have to interpret, 
case, the characters portrayed care fictitious. Willie, I can never recognise 
Any resemblance to persons whether living or anything more subtle than an 
dead is purely coincidental). inverted T. wave." 


Dr. B-S: "O.K. You hold the other end 
while I mark it." HE MOVES 
ALONG THE STRIP, WRITING WITH 
HIS BALL-POINT PEN. THERE IS A 
SOUND OF MUTTERING AS HE DOES 
IT. WORDS LIKE "Diphasic 
Q.R.S." ARE HEARD. 


FINALLY HE STRAIGHTENS UP. 
"There's nothing here apart 
from the extra systoles. The 
old girl may be getting cardiac 
pain but I doubt it. She's not 
hypertensive. No, she certainly 
hasn't had a coronary." 


ae. PF: "She looked pretty awful when 
she called me out last night. 
What the devil can it be?" 


Dr. B-S: “Anxiety, I think. Cardiac 
neurosis some people call it, 
or pseudo-angina - bad name. You 
really made the diagnosis when 
you told me she had nursed her 
mother who died of a coronary. 
The E.C.G. only confirms it." 


Dr. P: "Well, that's a relief. I like 
old Freda. She teaches me how 
to grow chrysanthemums. What 
shall I give her?" 


Dr. B-S: "Oblivon-C. The new long-acting 
derivative of Oblivon. It'll 
control her panic and it's 
safe... plus bags of 
reassurance. Come on, I'll 
start the good work..." 


OBLIVON—C (Methylpentynol Carbamate) 
is a product of British Schering Limited, Kensington 
15 


High Street, London, W.8. 
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ADVERTISEMENT 


Arm socks 
made to measure 


Lastonet Elastic Net Arm Socks are made 

only to individual measurements, so that a perfect 
fit is always ensured. Their nylon or cotton 

elastic net gives firm, even support 

and is self-ventilating. They are in general use 


for the post-operative treatment of mastectomy. 


Also for oedema and other instances of 


loss of muscle tone or control. 


BRITISH MEDICAL JOURNAL 
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This diagram shows 
some of the types of 
arm sock available 

Arm Socks Ato 6, 
AtoD, Fto€ (with mitten), 
F to D (with mitten); 


and Short Arm Socks 
(up to 12” long) 
for any part 


between A and 6. 


ELASTIC NET 


ARM SOCK 


LASTONET PRODUCTS LTD, CARN BREA, REDRUTH, CORNWALL 


@ m7 


The richest 
source of 
natural 
vitamin G 


ELROSA ROSE HIP SYRUP is the ideal medium for the 

administration of Vitamin C. Babies tolerate it 
more readily than orange juice, and children of all ages 
enjoy its palatable flavour. Delrosa is made from rose- 
hips, the richest source of Natural Vitamin C. It 
contains nearly three times as much Vitamin C as 
blackcurrant syrup B.P.C. and three times as much as 
fresh orange juice. 

We shall be pleased to send a full size bottle for clinical 
trial, on request. 


ROSE HIP SYRUP 


Scott & Turner Lid.. Andrews House, Newcastle-upon- Tynes 


Availability of 
Vitamins in Yeast 


Deficiencies of single factors of the Vitamin B 
Group do not occur. Accordingly, even if a defi- 
ciency condition appears to result from the lack 
of an individual factor of the group and it is 
considered necessary to give intensive treatment 
with this factor, the entire Vitamin B Complex should 
always be administered concurrently. 

It is, however, extremely important, in view of 
Suggestions in recent publications, that the vehicle 
selected as a source of the entire B Complex does 
not withhold its vitamin content from the patient. 

Human experiments show that the rich, natural vitamin 
potency of Aluzyme is totally available to the human system. 

@ Aluzyme is not advertised to the public and may 

be prescribed on Form E.C.10 


ALLUZYME 


NON-AUTOLYSED YEAST 
with completely available Vitamins 


Have you had your free copy of ** The Therapeutic and 
Nutritional Value of Brewers’ Yeast”’ ? 


Professional Samples and Prices on request from : 


ALUZYME PRODUCTS 


PARK ROYAL, LONDON, N.W.10 
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Obituary 


N. W. BOLTON, M.B., B.Sc., F.R.CS. 


The death of Mr. N. W. Bolton on July 8, at the age of 
53, came as a great shock to his many friends in 
Stockport. 


Norman William Bolton studied medicine at the Man- 
chester Medical School and graduated M.B., Ch.B., with 
honours, in 1925, taking the degree of B.Sc. two years later. 
He was awarded the medical clinical prize and gained distinc- 
tions in pharmacology and pathology, but in spite of these 
successes on the medical side it was soon evident that 
surgery was his main interest, and he took the F.R.C.S. in 
1930. After several resident surgical appointments at Man- 
chester Royal Infirmary and the Christie Hospital he became 
resident surgical officer at Stockport Infirmary, and later 
at Ancoats Hospital, Manchester. The board of manage- 
ment of the Stockport Infirmary was trying gradually to 
introduce a full specialist staff, and Mr. Bolton’s appoint- 
ment as honorary surgeon in 1933 was a further step in that 
direction which brought tremendous benefit to the hospital 
and to the hundreds of patients who came under his care. 
He remained on the staff until his death, and although he 
held staff appointments for shorter periods at several other 
hospitals it was always to Stockport Infirmary and Stepping 
Hill Hospital that he was most closely attached. In recent 
years he also worked at Macclesfield Infirmary. 

Since 1948 he had been a member of the hospital manage- 
ment committee of the Stockport and Buxton group of 
hospitals. He was a regular attender at their meetings, and 
the members of these committees greatly valued his opinion 
and advice; they knew that with him the welfare of the 
patient was always foremost in his mind. He was a first- 
class surgeon, quick and neat in operating. and he worked 
exceedingly hard. The local practitioners liked him because 
they could always rely upon his help with an urgent case 
at any hour of the day or night. In fact, it was his devotion 
to duty which made him continue at work when he was 
obviously ailing, and which probably weakened his resistance 
and contributed to his untimely death. Throughout his life, 
his work came first and he hated to be off-duty even for a 
single day. One incident several years ago was typical of 
his conscientiousness, A gastric illness causing him con- 
siderable pain compelled him reluctantly to call in a physi- 
cian colleague late at night: next morning the physician 
called to see him and found, to his discomfiture, that the 
patient had left home at 8.15 a.m. to begin his usual surgical 
list at 8.30 a.m. 

Mr. Bolton was interested in children’s surgery and served 
for many years on the staff of the Manchester Children’s 
Hospital. Always very fond of children, he had no difficulty 
in gaining their confidence, and he was never happier than 
when entertaining a party of youngsters at his house. His 
long association with the area in which he lived and his 
excellent work will make his absence keenly felt by patients, 
hospital staffs, and friends alike. 

Mr. Bolton is survived by his widow, two daughters, and 
one son.—R. S. 


R. F. DE BOISSIERE, L.R.C.P.&S.Ed. 


Dr. R. F. de Boissiere, of Remuera, Auckland, New 
Zealand, died on July 4 from injuries received when he 
was knocked down by a car near his home. He was 
77 years of age. 

Born in Trinidad, Raoul Ferdinand de Boissiere left that 
country at the age of 17 to study medicine at Edinburgh, 
taking the Scottish triple qualification in 1901. He then held 
the appointment of climical assistant in the medical out- 
patients’ department at Edinburgh Royal Infirmary, and for 
a time was resident physician and clinical assistant in the 
medical out-patient department of the Victoria Hospital for 
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Consumption at Edinburgh. In the latter post he worked 
under the late Sir Robert Philip, whom he helped with the 
organization of the British Congress on Tuberculosis held 
in London in 1901. Shortly afterwards Dr. de Boissiere 
went to Fiji, where he remained until just after the end of 
the first world war, working at different times in various 
provinces in the islands. During the war he was acting 
senior medical officer at the Colonial Hospital, Suva. After 
the cessation of hostilities he moved to New Zealand, practis- 
ing for some years at Hastings, in the North Island, where 
he specialized in the treatment of tuberculosis. Some twenty 
years ago he retired from practice and went to live at 
Remuera. An outstanding personality, he was widely re- 
spected in New Zealand. The Maoris especially appreciated 
the friendly care he gave to his patients, He is survived by 
his widow and two daughters. 


JOHN BROWN, M.B., D.P.H. 


Dr. John Brown, one of Aberdeen’s oldest and most 
respected family doctors, died on May 3 while on holi- 
day at the home of his elder daughter at Chatham. He 
was 80 years of age. 

John Brown was born on November 17, 1876, in a humble 
home in Footdee, Aberdeen, and was the second youngest 
in a family of nine. He was about 2 years old when his 
father died, and from the age of 14, when he left school, he 
had to earn a living to augment the family income. From 
an early age he had cherished an ambition to become a 
medical missionary, but for a number of years he went to 
work in Aberdeen’s shipyards, and learned Latin and Greek 
idioms on his way to and from work. After many years 
of hard work and financial hardship, which included two 
years voyaging as a ship’s carpenter, he eventually passed 
the necessary initial examinations and gained entrance to 
Aberdeen University, where he graduated M.B., Ch.B. in 
1908. Four years later he took the D.P.H., and later saw 
service with the R.A.M.C. Because of having been gravely 
ill with double pneumonia he was rejected for overseas 
service, and for the same reason at another time he was 
not accepted for missionary work. 

Dr. Brown began to practise in Aberdeen before the first 
world war and returned there in 1918, building up a good 
practice founded on the concept of Christian service and 
able doctoring. His outstanding quality was his unfailing 
readiness to help all who came to him regardless of reward. 
He was more than a doctor, as a patient was once heard to 
say: he was a minister, too. He was appointed public 
vaccinator in 1927, and in that capacity was lecturer in 
vaccination at Aberdeen University up to 1948. He will 
be remembered to his students by the nickname “ Men 
Brown,” given to him because of the way in which he started 
his lectures. He retired from medical practice in 1954 at the 
age of 78, and, while reluctant to leave the care of his 
patients to others, looked forward to a well-earned retire- 
ment with his family and their children, whom he adored. 
But this happiness was not to be his for long. His wife 
predeceased him this year by some weeks, and in her 
he lost his lifelong partner. His own illness was mercifully 
brief without much suffering. His light-heartedness not even 
pain or sorrow could quench, for at an early age he re- 
sponded to the call of God in Jesus Christ. He was a 
Christian humanitarian, and the east-end folk and the poorer 
people were his first care. 

Dr. Brown is survived by a son, who is a consultant 
ophthalmologist in Bristol, and by two daughters, who have 
both married into the profession.—A. F. N. 


DAVID JOHNSTON, M.B., Ch.B. 


Dr. David Johnston, who was for many years in practice 
in Birkenhead, died suddenly on July 9 aged 65. 

David Johnston, who was born on August 23, 1891, was 
educated in Scotland, studying medicine at Glasgow Uni- 
versity and graduating M.B., Ch.B. in 1914. During the 
first world war he served with distinction in the R.A.M.C., 
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gaining a high reputation as a most understanding and skilful 
medical officer in Egypt, India, and Salonika. His memories 
of this campaign remained vivid, and he often gave entertain- 
ing accounts of it. Early in 1914 he had gone to Liverpool, 
holding various resident appointments in the hospitals there, 
and after the war he joined the late Dr. W. R. Floyd in 
practice at Birkenhead. From the early 1920's his interests 
centred around this town. He was for some years honorary 
physician to the Birkenhead and Wirral Children’s Hospital, 
where he is still remembered with gratitude. During the 
last war he was active in many ways Not only did he 
carry on his own practice with great diligence, but he gave 
notable assistance to his colleagues who were in the Services 

his fidelity in this matter was entire. He served as a major 
in the Home Guard and also worked in the civil defence 
service, being in charge of a large first-aid post. He lectured 
instructively and entertainingly to the Red Cross and civil 
defence workers, and many are the heartening stories still told 
of him in those days of stress. He joined the National Health 
Service at its inception in 1948, but soon found this new 
form of medicine uncongenial and resigned within the year. 

For many years a member of the British Medical Associa- 
tion, whose conferences he regularly attended and much 
enjoyed, he was most active and extremely helpful in the 
many medical committees and societies of Birkenhead. He 
served for many years on the council of the Birkenhead 
Medical Society, and in 1946 was elected president of the 
society. In 1950 he had the unusual distinction, possibly a 
unique one as a general practitioner in Birkenhead, of being 
elected the president of the Liverpool Medical Institution. 
This was an honour which his colleagues in Birkenhead felt 
he fully deserved and one in which he honoured them as he 
honoured himself. He was a ready and witty speaker, and 
his knowledge of medicine was very great. He was helpful 
not only to the many patients who will greatly regret his 
passing, but also to those doctors who were his competitors 
and colleagues throughout the years, and among whom he 
made none but friends The wives of those doctors with 
whom he was professionally most closely associated 
remember particularly his reassurance when asked to do an 
emergency call, and his promise of help always given with 
a joke and the hint of a smile dispelled “ flap " like a charm. 
Since his retirement from active practice two vears ago he 
has been greatly missed. His widow and two daughters 
survive him.—J. K. R. 


O. PASTEAU, 


With the recent death in Paris of Dr. Octave Pasteau 
at the age of 86 there passes away the last surviving 
founder member of the International Society of Uro- 
logy. Pasteau was the Society's first treasurer and later 
became successively secretary-general and vice-president. 
Octave Pasteau was born in 1870 and received his medi- 


cal education in Paris, where he graduated in medicine ' 


in 1898 with a thesis on the lymphatics in diseases of 
the bladder and prostate. Subsequent books and papers 
from his pen were concerned almost entirely with 
urological subjects. 


A.C. M. writes: A man of great personal charm, Octave 
Pasteau was persona grata with all his foreign colleagues at 
the congresses of the International Society of Urology. His 
knowledge of the literature was remarkable. I remember. 
on the occasion of the London meeting in 1933, the visit of 
the delegates to Oxford. Pasteau’s enthusiasm on entering 
the Bodleian Library for the first time was infectious. “ At 
last,” he said, “I have come to Mecca.” 


J. D. L. REINHOLD, D.M., M_R.C.P., D.C.H. 
The obituary of Dr. J. D. L. Reinhold was printed in 
the Journal of August 3 (p. 301). 


We are indebted to Dr. M. C. Josepn for the following 
appreciation: John Reinhold’s publications were numerous 
and his interests in medicine wide; he described a clinical 
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sign in atrial septal defect and took part in the scheme for 
home care of sick children at St. Mary's Hospital. He was 
shy but had a keen sense of humour. Although fully 
occupied with his young family, ke was always ready to 
help colleagues and friends. John Reinhold found time to 
do many things well; he was an expert in judo, played 
squash for Guy's, and painted occasionally. He appreci- 
ated good food and wine and enjoyed brewing beer at home. 
His early death robs the profession of an outstanding doctor 
who had already contributed so much to medical know- 
ledge. 

Dr. A Barty SHAW writes: From Oxford John Reinhold 
and I together entered Guy’s, his father’s hospital. From 
an early stage in his clinical studies he revealed an aptitude 
and interest in paediatrics, and was appointed house- 
physician to Professor (then Dr.) R. W. B. Ellis. He was 
also editor of Guy's Hospital Gazette and represented the 
hospital at squash racquets. After completing his house 
appointments illness temporarily interrupted his career, 
when he learnt to paint: then, after holding various resi- 
dent posts, he was appointed to the juvenile rheumatism 
unit at Taplow. This was the critical post in his career, 
for while at Taplow he combined his interest in children 
with a valuable tutelage in cardiology, together with a foster- 
ing of his investigative mind. From there followed junior 
staff appointments at St. Mary's, Great Ormond Street, and 
Guy's, with a year at the Children’s and Infants’ Hospital, 
Boston. During this busy period of appointments several 
valuable papers appeared from his pen, but he led a life 
full of other interests. His happiest days were spent 
with Jeune, his wife, and their young family in the home 
where friends were always made welcome. Sparse of build, 
and with a distinctive walk, John Reinhold might at first 
appear a little aloof, but a smile of great charm would soon 
disarm this and his kindness would be found to be very 
great. A sad sense of loss was felt by his many friends 
when they heard of his appointment to Denver, but they 
were not to know that this loss was to be so tragically 
complete. 


Medico-Legal 


IMPRISONMENT OF MENTAL DEFECTIVES 
[From Our Mepico-LeGat CORRESPONDENT] 


Section 17 (2) of the Criminal Justice Act, 1948, provides 
that no court is to impose imprisonment on a person under 
21 unless the court is of opinion that no other method of 
dealing with him is appropriate. In deciding whether any 
other method is appropriate, the court is to obtain and 
consider information about the circumstances and take into 
account any information there is before it relevant to his 
character and physical and mental condition. Section 8 of 
the Mental Deficiency Act, 1913, empowers a court on 
conviction of a person of a criminal offence punishable by 
imprisonment to have him dealt with as a mental defective, 
if satisfied on medical evidence either given at the trial or 
in other proceedings or called for the very purpose that he 
is a defective within the meaning of the Act. The defini- 
tion of “defective” is found in s. | of the Act, which 
uses the familiar classification of “idiot,” “ imbecile,” 
“ feeble-minded person,” and “ moral imbecile.” 

The implications of these provisions were considered by 
the Court of Criminal Appeal’ on the appeal of Roy Speake 
from his sentence of life imprisonment imposed at Hereford 
Assizes, which was heard on July 29. Speake, who in 
November, 1956, had been convicted of arson and put on 
probation because he was not then considered to be certifi- 
able as a feeble-minded person, had lured a small boy to 
a lonely spot and indecently assaulted him. When the boy 
said he would tell his father, Speake battered him to death. 
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The defence at the trial was diminished responsibility, 
and on evidence which, according to the trial judge’s report 
to the Court of Criminal Appeal, was just over the border- 
line the jury brought in a verdict not of murder but of 
manslaughter. It was argued for the appellant that as the 
medical evidence at the trial was unanimously to the effect 
that he was a mental defective the judge ought to have 
ordered him to have been dealt with as such under s. 8 of 
the Act of 1913, and that s. 17 (2) of the Act of 1948 bore 
this out. The Court of Criminal Appeal, however, decided 
that it was clear that s. 17 left it open to the court to 
imprison Speake if it thought right, provided his character 
and mental and physical condition were taken into con- 
sideration. There was no suggestion that that had not been 
done. Moreover, s. 8 of the Act of 1913 was in terms 
permissive, and was intended to enlarge the power of the 
court in dealing with offences punishable with imprison- 
ment by making it possible, when the offender was a mental 
defective, to deal with him as such rather than send him to 
prison. It was a matter for the discretion of the court 

Speake’s appeal was accordingly dismissed. 


REGISTRATION OF SEX 


A case was reported from Scotland last week in which the 
Registrar-General was refused permission to correct the 
entry of a person's sex in the register. 

A 50-year-old Perthshire man, father of two children, was 
said to have been living as a woman for several years. His 
chromosomes were of the male type, and physical changes 
were referred to but not reported in detail. The secretary 
of the Registrar-General’s office therefore petitioned, on 
behalf of this person, to alter the registered particulars of 
sex and Christian names from male to female. 

In his judgment Sheriff A. M. Prain' said that the Regis- 
tration of Births, Deaths, and Marriages (Scotland) Act, 
1954, could not be invoked to correct the entry of birth. The 
Act was directed towards the correction of an entry which 
was erroneous at the date when the information was given. 
It did not give sanction for recording changes which sub- 
sequently occurred. The register was essentially a record of 
fact and not a narrative of events. There was no doubt that 
the particulars relating to this person’s birth were a correct 
statement of fact as at their date. They could not be 
“ corrected ” because of some subsequent change of circum- 
stances. In any event, the Sheriff added, the changes so far 
noted in this person’s condition did not justify a correction 
of the register, even if that course was competent. 

This judgment illustrates the law of England as of Scot- 
land. The facts recorded in the register are the facts 
ascertained at that time. A correction can be made only 
when the facts are ascertained incorrectly. It cannot be 
made to take account of later changes. 


Medical Notes in Parliament 


BAN ON IMPORTS OF SALK VACCINE 


Late on July 31 Mr. J. Cronin (Loughborough, Lab.) brought 
up the question of poliomyelitis vaccination, in order to make 
four points—that vaccination was progressing too slowly, 
that the Ministry of Health should use imported Salk vac- 
cine, that the public relations aspect was being unhappily 
handled, and that the virtual embargo on the importation 
of Salk vaccine should be removed. 

He said that in January last year the Minister of Health 
promised that enough vaccine would be available for 300,000 
to 500,000 persons by June, 1956, but as it turned out only 
200.000 children were vaccinated by the end of the year. 
Of the children eligible for registration to be vaccinated only 
about 30%, had been registered. It had been announced that 
Glaxo Laboratories Ltd. were to increase the production of 


Scotsman, July 31, 1987. 


MEDICO-LEGAL Barris 359 


Mepicat JOURNAL 


vaccine by 50°, ; but why only now, and why only 50 
Burroughs, Wellcome and Co. were to start production next 
year. Why next year? It was the Government’s duty to 
place contracts on such terms as would cause a rapid fulfil- 
ment of the demand 

In his continued refusal to use Salk vaccine, available from 
the United States, Canada, and Australia, was not the 
Minister being overcauiious ? Since the Cutter incident in 
the U.S.A. in 1955 the regulations there had been tightened 
up considerably, and over 100 million injections had been 
given without any serious ill effects. He quoted in support 
Professor Trueta’s letter in the Journal of June 15 (p. 1417) 

The House should be assured that the ban on Salk 
imports was not purely for research reasons. It had been 
suggested that the Medical Research Council was anxious to 
have the results of the English-produced vaccine assessed 
without the complication of an imported vaccine interfering 
with the figures. It had been suggested that the British 
vaccine was more suitable ; but was there any evidence at 
all to suggest that the American vaccine would not give as 
much protection, or nearly as much? The fact that two- 
thirds of the parents and children for whom vaccination was 
available had not taken advantage of the offer suggested 
that there was not much in the way of favourable publicity. 
One last point: one could obtain the Salk vaccine provided 
it was sent as an unsolicited gift. Why deprive the general 
public of a known means of protection? Why this inter- 
ference with the doctor’s right to prescribe any drug he 
thought fit? Unsolicited gifts must be confined to people 
who had travelled or had connexions with the U.S.A. It 
was a privilege to a very limited class. Smuggling was 
developing on a large and increasing scale, the privileged 
traffic was gradually approaching black-market proportions, 
and there were real dangers of improper handling and 
unscrupulous production. 


Government Reply 


Mr. J. K. VAUGHAN-MorGaAN, Parliamentary Secretary, 
Ministry of Health, supported the Minister's decision, taken 
on advice given by specialists through the Medical Research 
Council. Smuggling was a matter for the Customs. He 
would have been happier if Mr. Cronin had produced more 
evidence before making such a statement. On the unsolicited 
free gifts, Mr. Vaughan-Morgan pointed out that as no 
import licence had been issued consignments arriving were 
detained by the Customs There was no wish to exert a 
rigid control over small gifts of vaccine sent for family use, 
and the Customs had therefore been authorized to release 
such packages where it was clear that a doctor had taken 
responsibility for injection. The numbers of such parcels 
had been 33 in May, 48 in June, and 53 in July. In addition, 
there might be some parcels brought by travellers. Unless 
there was a radical change he saw no justification for inter- 
fering with a personal decision by individual parents whose 
doctors were prepared to take responsibility for injection. 

On the wider question of importation of the Salk vaccine 
he quoted the Minister's statement on May 15, that it had 
been decided on expert advice that the vaccine to be used 
in this country should have a different composition from 
the American vaccine, which included the virulent Mahoney 
strain. That advice had not changed. If in the light of 
experience other advice was given the Ministry would be 
ready to reconsider their policy. If any virus survived 
the manufacturing process and remained undetected, the 
Mahoney strain was a paralysing virus, and the Brunenders 
strain in the British vaccine was not. There had been so 
many disappointments in production that he could not 
commit himself too far in the production programme. 
About the incidence of poliomyelitis, he said the worst 
year this country had ever had, 1950, was less than the 
lowest year in the United States. Even in this heavy year 
for us (1957) and this light year for the United States, the 
incidence was still very comparable. As time went on, and 
more protection became available, he prayed that this would 
be yet another of the diseases that had been driven away. 


|| 
a 
~ 
| 
| 
ae 
t 
a 
| 
| | 
| | 
| 


360 10, 1957 


Monthly Cheques 
Mr. G. Lacpen (Hornchurch, Con.) asked on July 30 
whether the Minister of Health would arrange for general 
medical practitioners to be paid monthly instead of 
quarterly, as at present, without having to make a special 
case on grounds of difficulty or hardship. Mr. J. K. 
VAUGHAN-MorGan, the Parliamentary Secretary, replied 
“Yes.” In agreement with the General Medical Services 
Committee of the B.M.A. he proposed that as from the 
quarter beginning in October executive councils should be 
enabled to do this after consultation with the local medi- 


cal committee. The necessary amending regulations would 


be laid before the House as soon as possible. [Similar 
arrangements are to be made in Scotland.] 
Consultants’ Retirements 
Mr. VaAuGHAN-MorGan informed Mr. K. ROBINSON 


(St. Pancras North, Lab.) that in the past five years (end- 
ing in June) the number of consultants leaving the hospital 
and specialist service in England and Wales had been: 
1953, 168; 1954, 162; 1955, 158; 1956, 146; and 1957, 
)44 Separate figures showing resignations, retirements, 
and deaths were not available, nor figures for the whole- 
time equivalents. 
Group Practice Loans 

The Secretary oF Stare FOR SCOTLAND told Miss M. 
Hersison (North Lanark, Lab.) that 24 applications for 
doctors for loans to help to set up group practice were 
considered in 1956, and 10 were approved. Miss Herst- 
SON asked why the 14 were turned down. Mr. MActay 
said the number of loans approved was governed by the 
amount of money the profession had agreed to set aside 
from the general remuneration pool. The amount for Scot- 
land was £12,000 a year,and the 10 loans took £11,700. Miss 
HERBISON commented that the amount of money that was 
agreed upon might have been much greater if the Minister 
of Health and the Secretary of State had tried to honour 
decisions previously reached 


Infectious Travellers 

Mr. R. W. SoreNSEN (Leyton, Lab.) wanted to know what 
arrangements existed between the Ministry of Health and 
the Ministry of Transport and Civil Aviation in respect of 
the medical examination and detection of smallpox and 
other infectious or contagious diseases among passengers 
to this country from Africa, India, and elsewhere. Mr. 
VAUGHAN-MorGan, replying on July 29, said he assumed 
this related to air traffic. It was a joint responsibility to 
arrange for health control at State-owned airports. This 
gave wide powers for dealing with any case or suspected 
case of communicable disease arriving in this country, 
including medical examination and surveillance of passen- 
gers where necessary. The scheme was operated by local 
authorities through airport medical officers. 


Medicinal Alcohol 


Sir ALFRED Bossom (Maidstone, Con.) asked on August 1 
if the Minister would request the Medical Research Council 
to investigate and report on the conditions under which the 
consumption of moderate amounts of alcoholic dainks, such 
as port, sherry, and whisky, was preferable to the prescrip- 
tion of drugs and medicine, in view of the possible implica- 
tions so far as the prescribing of medicines under the Health 
Service is concerned. Mr. VAUGHAN-MorGAN replied “ No.” 
Practitioners were already in a position to judge in par- 
ticular cases the relative merits of medication and dietary 
measures 

Quarantine for Dogs.—The Minister of Agriculture is satis- 
fied that to reduce the quarantine period for dogs or to rely on 
inoculation against rabies would be an unjustifiable risk 

Flame-resistant Textiles —The British Standards Institution 
are well advanced in preparing both a British Standard for flame- 
resistant fabrics and also a specification for methods of testing 
flame resistance 


Cost Per Patient.—The average cost of maintaining a patient 


in hospital in Scotland in 1955-6 was £8 18s. 7d. a week. In 
1950-1 it was £6 17s. &d. 


MEDICAL NOTES IN PARLIAMENT 
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Universities and Colleges 


UNIVERSITY OF OXFORD 
The Henry Goodyear Scholarship for 1957 has been awarded 
to Dr. Ann Gaynor Taylor; the Theodore Williams Scholarship 
in Anatomy to Michael John Gatfield Harrison (Magdalen 
College); and the Radcliffe Scholarship in Pharmacology to Paul 
Michael Riisager (Oriel College). 


UNIVERSITY OF CAMBRIDGE 


The following candidates, having received the degree of B.Chir. 
on June 28, 1956, had conferred upon them the degree of M.B. 
on June 29, 1957: 


H. J. Davies, G. R. Fraser. J. J. Key, K. D. Austin, J. A. Bessell, R. 
Carlisic, B. W. K. Fayle, J. F. Harrison, A. M. C. Jennings, W. 
McConnachie, W. R. Moore. J. L. Reed, A. J. Watson, H. J. O. White, 
D. W. Downham, R. S. Hole, D. P. Mullan, P. C. Barrington, L 1. 
Gaston, F. R. Hilborne, N. S. C. Rice, M. H. M. Dykes, T. A. Fox, 
2. R. Roberts, J. C. F. Townsend, C. G. Waters, C. Hunnybun, A. J. 
Shaw, S. G. Taylor, W Farrer, B. BE. 


D. Waller, S. G. Etkinaton, C. J 
WwW. M 


Lomax, D. A. Swales, M. G. Williams, P Copeman, J. K. 
Dauncey, T. G. Evans, M. A. R. Freeman, D. A. Chamberiain, G. B. 
Gasson, J. R. Sandford, P. G. Watson, E. G. Wooster, J]. M. Cairns, 
G. Cohen, M. L. Fenner, D. A. Gilchrist, T. R. Preston. F. F. Richards, 


Fairclough, C. J. B 


A. J. Salsbury, R. P. Tuckett, M. R. Colwill, D. J 
C. Altounyan, J. R. 


Hundleby, N. C. R. W. Reid, M. J. V. Smith, R. E 
Batchelor. J. D. M. Richards, R. M. Wainwright. J. B. B. Milne, R. V. 
Stephenson, N. Wright. G. W. Arthur, M. J. P. Furniss. P. McCormack, 
J. T. Mainwarine. R. Murphy. A. D. G. Nicholas, M. Slapak, Jean R. C. 
Bain, Jean McL. Thompson, A. G. Dawrant, J. D. Stirland 

The following candidates had the degree of B.Chir. conferred 
upon them on July 4, 1957: 

R. B. Cole. D. A. Crockford. D. C. Dumonde, M. W. Haslett, C. H. 
Nourse, R. A. N. Petrie, H. R. M. Roberts, J. H. Li. Bland, T. R. P. 
Cullinan, O. G. Franklin, A. J. Levi, J. A. Morgan-Hughes, C. E. R. 


Thompson, C. B. S. Wood, M. J. Abolson, P. R. Butler, W. R 
D. Plows, J. H. W 


P. C. Heal, J. S. Lyon, M. J. O. Massey. C 

J. C. Mackenzie, J. E. Utting, W. J. Cliff, N. W. Karunaratna, G. W 
Knox, J. W. B. Palmer, R. O. S. Sims, P. N. Awdry, B. S. Cox, A. M. 
Hail-Smith. B. E. Lee. P. J. S. Murray, M. A. Newton. R. J. L. Potts 


D. B. Grant, K. B. Hallam. R. C. G. Hughes, J. R. Jacobs, S. F. Kuvin, 
J. N. Stenhouse, S. Clutterbuck, C. C. Cory. T. J. Davenport, R. A. § 
Gilchrist. B. A. Latham, A. A. Akiwumi. G. BE. Sowton, D. A. Nightingale. 
D 


R. Parry. D Potts, A. P. Sheidon, P. R. Smith, B. Le . 
Waldron. J. J. McL. West, D. H. Morgan, M. Parsons, T. C. Dann, J. L. 
Gedye. J. R. Lang. H. J. Lloyd, M. B. R. Mathalone. J. A. Mathews, 
1. Smith, 1. D. Wyan, A. J. Edwards. R. H. Herniman, A. W. Gentiles, 
I. McD. Jessiman, M. C. Johnson, J. B. Nichols, M. Taggart. R. Baneriec, 
J. V. F. Catto, D. R. Dunkeriey, A. E. Holmes, B. J. King, J. E. 
Robinson, D. M. Smith. E. S. Chesser, H. Ludman, D. C. R. Stephens, 
D. W. Barkham, D. I. K. Evans, J. M. Kirk. M. N. Morgan. I. B. Shine, 
G. D. Stainsby. J. P. Wilson. Sonia R. Dias Bandaranaike. Anne W. 
Peryer, Enid Wheldon, June M. Wilby, Elma P. Wyatt. Katharine E. 


A. Kerr-Wylic, 
Allenby, 
H. F, 


Cuthbert, Margaret S. Davies, Anne S. Hill. Edith G 
Jill M. Knight, Mrs. Joan M. Maurice-Smith. Mary J. Silver, C. F 
P. A. F. Chalk, J. M. E. Dunn, A. W. Galbraith, R. J. Jarrett 
Oxer, P. Francis, K. K. Ho, G. L. Zeitlin 

Dr. A. P. Waterson has been elected into an official Fellow- 
ship of Emmanuel College, with tenure from October 1, 1957, on 
appointment as an Assistant Tutor and as Director of Studies in 
Medicine. 

UNIVERSITY OF EDINBURGH 

At a Graduation Ceremonial held on July 17 the following 
degrees and diplomas were conferred : 
Owen, *W. W. Park, *P. D. 


M.D.—R. Brown, 'M. F. Olives, ' 4]. A 
Stewart. 

Pu.D.—In the Faculty of Medicine: D. L. Gardner, M.B., Ch.B., 
MRCP... BE. A. Harris, MB... ChB. *Margarethe M. A. 
Hoizbaver, M.D.. J. N. Mansbridge, H.D.D., H. Smith, B.Sc 

Cu.B.—-O. Ajayi-Obe, Frances C. Bailey, J. H. Barber. H. G. S 


Battersby, E. D. Bauld, P. Beaglebole, M. R. Bewsher, G. Birchall, J. A. 
Birkbeck. J. B. McK. Black, I. A. R. Brown, P. W. Brown, N. T. A. 
Byam, F. N. Campbell, J. M. B. Carr, Dorothy Child. lovce C. 
Clapperton, J. H. Cochrane, Margaret W. Coleman, G. F. N. Collins, 
Patricia E. McH. Curran. W Dodd, Jean M. D. Dott, Heather M. Douglas, 
J. M. Duncan. J. Ll. Evans, *D. C. Flenicy, A. M. Forbes, Phyllis M. 
Fulton. A. MclI. Geddes, Elspeth M. Gibson, Jennifer M. R. Gilchrist, 
1. H. Gravelle, T. Harcus, D. N. Harkness, J. D. A. Henshaw, J. H. J. 
Higgins. Audrey D. Hill, Margaret J. Hutchinson, R. Hutchison, P. 
Johnson, D . W. K. Kirkwood, H. MacG. Kohler, Dorothy 
Lee, A. B . Nesta E. Lioyd, J. R. Macaulay, Mollie J. McCallum, 
Kirstine Macdonald-Smith. Elizabeth J. MacDougall. D. G. McDowall, 
A. B. Macintyre. A. D. MacKenzie, J. MacKinnon, Iean McLean, D. M. 
Macleod, *1 Macleod, H. Macmaster,. W. R. MacRae. Margaret McL. 
Manderson, A. G. Meikle. Margaret J. Millar (née Howarth), P. R. Monk, 
G. M. Morley, M. Murchison, D. Murray, J. A. Murray, Clair Nelson, 
H. O, Nicholson, R. H. W. Park, C. Parker, Jean M. Parsons, A. Paterson, 
G. M. Paterson, H. M. K. Peddie, P. C. Phellas, J. K. Phillips, H. Pullen, 
J}. B. Rae. D. O. C. Rapier, Joyce EB. Richardson, Mary M. Roberts, 
A. A. Russell, D. F. Scott, R. S. Scout, J. H. Shelley, H. Simpson, D 
Sinclair, G. Slavin, Frances Smith, *W. A. Souter, W. M. Stce!, Brenda M. 
Stewart, J. B. Stewart, D. G. Strachan, P. Sutherland. Elizabeth M. 
Swanson, B. Tammes, R. C. Telfer, D. E. L. Temple, G. M. Thomas, 
V. P. Varma, J. Wightman, A. M. Wilkie, *R. J. Wilson, M. Woodliff 
Dirtoma tN Pustic Heattu.—t. C. Brannen, 1. F. Craik, I. B. C. Eckford, 
G. 1. Forbes, A. K. Ganguly, C. W. G. Irvine, P. Khanjanasthiti, Mairi H. 
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Lack, H. C. Lindsay, Mary I. McArthur, R. D. G. Mack | 
McLetchie, Catherine H. Mair, A. Se Came 
ott, M. S. Warwick, Leila M 
DiPLoMa IN Tropical MEepIcINE AND Hyoiens.—R. V. K. Alw 

Barua, M. C. P. Chetty, H. Currie, K. K. Das, N. S. Dhillon, D. N 
Gupta, IL. A. Hashimi M. K. R. Jayachandran. M. R. Khan, G 
Kuppuswamy, G. Y. McCririck, J. A. McLaren. N. K. Menon. R. S 
Nagle, E. L. Sziamp, Susan Benjamin, M. H. Myint 


Awarded gold medal for thesis. “Commended for thesis Passed with 
honours ‘In absentia 


The following scholarships, etc., were awarded in the Faculty 
of Medicine: Ezties Scholarship and Leslie Gold Medal’ in 
Medicine, Buchanan Scholarship in Obstetrics and Gynaecology. 
Mouat Scholarship in the Practice of Physic, and Murchison 
Memorial Scholarship in Clinical Medicine, D. C. Flenley. 
Scottish Association for Medical Education of Women Prize 
James Scott Scholarship in Obstetrics and Gynaecology, and 
Dorothy Gilfillan Memorial Prize, Phyllis M. Fulton. Beaney 
Prize in Anatomy and Surgery, Keith Memorial Prize in Syste- 
matic Surgery, Lawson Gifford Prize in Obstetrics and G ynae- 
cology, Annandale Gold Medal in Clinical Surgery, and Royal 
Victoria Hospital Tuberculosis Trust Gold Medal, 1. B. Macleod 
Murdoch Brown Medal in Clinical Medicine, A. G. Meikle 
Graduate Research Fellowships, G. D. Forwell, D. C. Jessup, A. 
Peters, R. Shearman. Graduate Research Scholarships, Christina 
A. Fulton, J. A. Hodgson, E. W. Horton, J. F. Lamb, Margaret 
A. J. Moffat, R. M. Macrae, B. I. Tyson. Graduate Travelling 
Scholarships, R. H. Girdwood. J. Richmond. Lauder Brunton 
Medal and Prize in Pharmacology and Therapeutics. E. W. 
Horton. William Leslie Prize in Medicine, A. Doig. Greig 
Medal for Tropical Medicine, D. N. Gupta. Wellcome Prize and 
Medal in the History of Medicine, and Ross-Inkester Medal in 
Public Health and Social Medicine, W. J. Irvine. Wightman 
Prize in Clinical Medicine, W. A. Souter. 


UNIVERSITY OF LONDON 


The following candidates at the London School of Hygiene and 
Tropical Medicine have been approved at the examinations 
indicated : 


ACADEMIC PosTGRADUATE DipLoma IN Pusiic HeattH.—-W. H. Allen, G. L 
Balgobin, F. Bauhofer, R. L. Bell, D. W. Bookless. J. A. D. Bradfield. 
T. N. N. Brennan, T. C. L. Brown, Carmel! Cachia, A. C. Camm, §S 
Caruana, J. C. Chakrabarti, J. K. Chakravarti, O. W. Christensen, J. P 
Crowdy. S. E. Cupplies. W. O. Davies, Aileen P. Dring. *J. V. Dyer, D. E 
Evison, J. M. Ferguson, C. Gopalan. Gabriele Gramiccia, M. C. Gupia. 
P. G. Haigh, J. M. Holden, C. Hooja, F. T. Hunt. L. B. Hunt, B. L 
Kapoor, Mairead M. Lilliott, I. R. Lindsay, H. R. Mallows, A. Manoharan. 
Winifred M. Markham, K. D. Mason, Florence L. O'Rourke, W. A 
Paddon, R. H. Peries, R. P. Rajakone. D. W. Rankin, D. K. Ray 
Chaudhuri, W. T. Richardson, Louise M. C. Rienks. E. Robinson, C 
Runciman, R. N. L. Sansonnens, K. S. Seal, W. Sinclair, P. K. Sylvester 
Sara Syrop. D. G. Trou 

Acapemic Postarapuate Diptoma Tropical AND HYGIENE 

M. Aslam, P. D. Fario 

AcapemMic Posrorapuare Dietoma APPLIED PARASITOLOGY AND 
Enromo.ocy.—-M. Y. Ali, A. E! M. E! S. Badawi, C. L. E. Bent. W. R 
Seema Williams, T. Lees May, B. McMillan, D. A. Narasimhan, R. J 

ood 

Acapemic Diptoma (tN BacTeRIOLOGY 4. S. Akhtar, 
Elizabeth H. Asheshov, G. I. Barrow, *J. M. S. Dixon, D. R. Gamble, S 
Ghosh, S. Gilani, *S. P. Lapage, |. Macadam, J. K. Sarkar, L. P. Spence 


*Awarded a coark of distinction 


UNIVERSITY OF LIVERPOOI 


The following candidates have been approved at the examina- 
tions indicated : 


M.D.—-H. D. Cheetham, R. I. Green, J. B. Lynch 

Cu.M.—C. R. Helsby 

Pu.D.—In the Faculty of Medicine: E. 3. Clegaz, M.B., Ch.B 

M.B., Cu.B.—' "Margaret Baron, ' *J. Carson, '*R. W. Jones, ' *Hilda 
3. Tracy, L. Adamson, A. Animashaun, J. F. Archer, P. Arrowsmith. 
J. R. Bennett. P. R. Bienkinsop, P. F. J. Bunting, J. L. Carter. Vera J 
Capey. C. Cheyne, Doreen Clark, W. G. Clayton, R. P. Coates. D. Cohen 
J. D. H. Craig. J. C. Craig. N. H. Crosby, R. F. Davies, Patricia W. R 
Daymond, R. Dittman, A. E. J. Evans. P. I. Frank, H. Frood. Patricia B 
Gilmore, W. I. M. Goodrick, A. C. Gordon, M. S, Gotlieb, R. F 
Graham, June S. Grant, }. Hajioff. C. M. Harris, R. J. Harrison, M. A 
Hill, D. A. Jones, B. A. G. Kimmins, R. M. Kinsey, J. O. Lavelle 
Marina E. A. Lewis, Jean A. Mellors, G. L. Mills. J. F. Moorhead 
A. L. R. Morris, K. F. O'Sullivan, D. W. Owen, Gwenilian J. Pryce. 
J. G. Reader, Marguerita M. Regan, Jean C. Le Riche, M. K. D. H 
E'-Rifi, Isabella Sanderson, G. J. Santer, F. A. Simpson, R. J. Smith 
Lesley F. Thomas, *Marearet A. Tongue, J. A. D. Walkden, K. Walker 
} B. C. Webster, A. Williams, Wendy M. Williams. Passed in separate 
subjects > G. F. Birch, Sybil Birtwistle, R. D. Gardner, and June W. Guy 
(surgery and obstetrics and gynaccology): P. S. Carter, R. L. Goyne. 
Colette C. Green, and E. V. Tetteh-Lartey (medicine and obstetrics and 
aynaccology) : J. H. Wright (medicine and surgery) 

Dretoma ws Pustic Heacta.—Frances Allan. Anne L. J. Cusack, G. W 
Daneer, L. H. Duthie, T. L. Hobday, P. G. Holt, Marie T. Hyde, Brenda 
Jones, A. L. Kirkland, Margaret M. Lewis, Dora Marren. J. E. O'Malley 
D. C. Pattison, D. P. W. Roberts, W. G. Timmis, Mary P. K. Williams. 

DrptomMa IN J. M. Brown, Audrey Couch, 
. W. Galloway, K. Grainger, C. R. Locker Radiotherapy A 
Bhattacharyya, H. J. Hughes, T. Nopparat 


'With second-class honours. Distinction in surgery ‘Distinction in 
obstetrics and gynaccology 
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UNIVERSITY OF BRISTOL 


Dr. W. J. P. Duff, Dr. L. A. Faigan, and Dr. G. L. Higgins have 
been appointed Demonstrators in Pathology. 

Dr. R. W. Spencer (Tutor in Clinical Pathology), Dr. H. 
Summers (Lecturer in Physiology), and Dr. T. C. Williams 
(Demonstrator in Pathology) have resigned their appointments 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


At a meeting of the Council of the College held on July 11 
Colonel J. M. Shah (Karachi) was admitted to the Fellowship, 
having been elected as a Member of twenty years’ standing 

The Hallett Prize was presented to Dr. R. Y. Calne, of Guy's 
Hospital Medical School, and the Begley Prize to Dr. Sybil 
Birtwistle, of Liverpool University. 

Diplomas were granted, jointly with the Royal College of 
Physicians of London, as follows: 

Dietoma ts Cup C. Higgs, K. F. Tugwell, J. H 
Stephenson, SP. Khatua, B. Prasad 

Diptoma tN Tropical Mepicine anp S. Dixit, M. D. T 
Najera, J. A. Najera Morrondo. 

Professors and Lecturers for the ensuing year were appointed 
as follows: 


Hunterian Professorships—Mr. B. B. Hickey, one lecture on 
malignant epithelial tumours in the Sudanese; Mr. J. P. Reidy, 
one lecture on observations on 300 treated cases of cleft lip and 
palate; Mr. A. K. Basu, one lecture on chronic Bengal spleno- 
megaly and associated states of portal hypertension; Colonel 
R. A. Stephen, one lecture on malignant testicular tumours; 
Mr. A. J. H. Rains, one lecture on biliary obstruction in the 
region of the porta hepatis; Mr. R. B. Welbourn, one lecture 
on the surgical aspects of adrenocortical disorder; Mr. A. G 
Jessiman, one lecture on hypophysectomy in the treatment of 
breast cancer; Mr. W. W. Davey, one lecture on the surgery of 
anastomotic ulceration; Mr. D. A. Macfarlane, one lecture on 
cancer of the adrenal cortex; Mr. J. P. Hopewell, one lecture on 
the hazards of uretero-intestinal anastomosis: Mr. J. F. Silva, 
one lecture on old dislocations of the elbow; Mc. G. F. 
Murnaghan, one lecture on the mechanism of congenital hydro- 
nephrosis; Dr. Sydney Thomson, one lecture on molluscum 
sebaceum and its surgical significance 

Arris and Gale Lectureships.—Mr. H. R. S. Harley. one lecture 
on the development of the sinus venosus type of atrial septal 
defect: Dr. D. H. M. Woollam, one lecture on the experimental 
approach to the problem of the congenital malformations; Mr. 
I. P. Todd, one lecture on the physiology of rectal sensation and 
its relationship to disease 

Erasmus Wilson Demonstratorships.—Dr. G. T. Allen, Dr 
R. A. Goodbody, Dr. B. C. Morson, Dr. L. W. Proger, Dr 
H. G. H. Richards, and Dr. J. B. Walter, one demonstration 
each 

4rnott: Demonstratorships.—Miss Jessie Dobson, Dr. A. A 
Barton, Professor R. J. Last, Dr. R. McP. Livingston; Mr. P. A 
Ring. and Dr. F. Stansfield, one demonstration each 


ROYAL COLLEGE OF PHYSICIANS OF IRELAND 


On July 5 the following candidates were admitted to the Licence 
in Medicine and Midwifery of the College : 

H. A. Alfandary. A. B. E. Bryan-Brown, M. T. Brown. C. J. J. H. G 
Ruros. K. Cheah, R. R. Muir-Cochrance, E. S. De Hoedt, M. I. Essack 
B. P. Geoghegan, M. J. Gill, G. S. H. Horner, T. W. Jefferies, H. Lautsch 
R. D. Leeming, J. G. M. Ling, B. N. C. Littlepage, M. M. Marks, K. H 
Mesbur. B. A. Molony, D. R. Moody, P. Murphy, J. D. McCafferty, FE. 1 
MacSorley, Y. Nerman, M. O'Brien, J. N. O'Hanlon, E. F. Orfi, M. E 
Owen. K. Paszkowska, S. L. Peltz, Z. A. Pisko-Dubienski, M. Rose. J. M 
Rosenthal, B. S. Sehmi, M. J. Sherry, W. Z. Snicgocka, J. O. Sodip» 
M. F. Stranc, I Swiestowski, V. A. A. Winston 


FACULTY OF RADIOLOGISTS 


The Fellowship examination of the Faculty in May was con- 
ducted simultaneously in London, Australia, and New Zealand 
The following candidates have been admitted to the Fellowship : 
In London, P. E. Bodkin (London), A. M. H. Fisher (Oxford), 
K. E. Halnan (London), L. Langton (Birmingham), P. E. S 
Palmer (Southern Rhodesia), J. G. Pearson (Edinburgh), F. M 
Ramsay (London), S. D. Roberts (Melbourne), J. G. Sowerbutts 
(London), P. D. de Villiers (South Africa), I. Yentis (London) 
In Sydney, M. D. Begley (Adelaide), W. S. C. Hare (Victoria) 
K. W. Mead (Brisbane), K. W. Mowatt (Queensland). M. G 
Pinner (Canberra). In Dunedin, J. H. Stewart (Auckland), P. W 
Wishart (Tauranga). 

The admission of Fellows was conducted in Australia and 
New Zealand by Dr. Whately Davidson, the President of the 
Faculty, who was the visiting examiner together with Dr. John 
Bromley This is the second time that the examination has 
taken vlace in Australia, and the first time in New Zealand. 
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Vital Statistics 


Poliomyelitis 


Pohomyelitis notifications (uncorrected) in England and 
Wales in the week ending July 27 were as follows, with the 
figures for the previous week in parentheses : paralytic 137 
(105), non-paralytic 123 (84), total 260 (189). Total cases 
in Scotland were 13 (3), Northern Ireland 26 (14), and 
Eire 2 (5) 

The main centres of infection continued to be in the 
Midlands and Kent. In Warwickshire 33 cases were reported 
(Birmingham C.B. 8, Coventry C.B. 16), in Worcestershire 14 
(Worcester C.B. 7, Droitwich R.D. 3), in Staffordshire 12 
(Stoke on Trent C.B. 3, Wolverhampton C.B. 2, Leek U.D. 2), 
and in Lincolnshire, Lindsey 15 (Lincoln C.B. 14). In 
London 21 cases were reported ; not more than 2 were in 
any one metropolitan borough. Notifications continued 
rather high in Kent 32 (Maidstone M.B. 3, Faversham 
M.B. 3, Malling R.D. 3, Tonbridge R.D. 5). In Hertford- 
shire 9 cases were reported (Hitchin U.D. 4, Stevenage 
U.D. 2), and in Essex 16 (Colchester M.B. 4). Of the 12 
cases reported in Devon, 4 were from Axminster R.D. In 
the North, Yorkshire West Riding had 13 cases (Leeds 
C.B. 5, Bradford C.B. 3) and Lancashire 11 (Liverpool 
C.B. 4). 

The 26 cases in Northern Ireland included 15 cases in 
Belfast, 4 in County Antrim, and 3 in County Down. 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported in each week during the 
years 1948-56 are shown thus -- -- - - . the figures for 1957 
thus ——, Except for the curves showing notifications 
in 1957, the graphs were prepared at the Department of 
Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. 
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Infectious Diseases 


The largest fluctuations in the notifications of infectious 
diseases in England and Wales, during the week ending 
July 20, were decreases of 639 for measles, from 13.417 to 
12.778, 84 for whooping-cough, from 1,661 to 1,577, and 
rises of 131 for scarlet fever, from 413 to 544, and 56 for 
acute poliomyelitis, from 133 to 189. 

The largest falls in the incidence of measles were 141 in 
Lincolnshire, from 706 to 565, 130 in Nottinghamshire, from 
§23 to 393, and 116 in Norfolk, from 421 to 305, and the 
largest rise was 70 in Kent, from 701 to 771. A_ small 
increase in the incidence of scarlet fever was recorded in 
most regions ; the largest rise was 29 in Lancashire, from 
$1 to 80. The largest variations in the local trends of 
whooping-cough were a rise of 33 in Kent, from 137 to 170, 
and a fall of 41 in Essex, from 105 to 64. 2 cases of diph- 
theria were notified, being 1 fewer than in the preceding 
week. 

The number of notifications of dysentery was 480 and 
was 15 more than in the preceding week. The largest 
returns were Lancashire 140 (Blackburn R.D. 36, Liverpool 
C.B. 22, Manchester C.B. 11, Whiston R.D. 11), Yorkshire 
West Riding 78 (Leeds C.B: 23, Pontefract M.B. 11), Durham 
54 (Seaham U.D. 18, Blaydon U.D. 14, South Shields 
C.B. 10), London 28, and Warwickshire 20 (Birmingham 
C.B. 11). 

The largest outbreak of food-poisoning involved 63 per- 
sons in Norwich C.B. 


Week Ending July 27 
The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 564, 
whooping-cough 1,445, diphtheria 3, measles 11,623, acute 
pneumonia 172, dysentery 353, paratyphoid fever 4, typhoid 
fever 1. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


Summary for British Isles for week ending July 20 
No. 29) and corresponding week 1956. 


Fiaures of cases are for the countries shown and London administrative 
county Figures of deaths and births are tor the 169 aercat towns if 
England and Wales (London included). London administrative county. the 
17 principal towns in Scotland, the 10 principal towns in Northern Ireland 
and the 14 principal towns in Eire 

A blank space denotes disease not notifiable or no return available 

The table is based on information supplied by the Reeistrars-General of 
England and Wales Scotland. N. Ireland. and Eire. the Ministry of Health 
and Loca) Government of N Ireland. and the Department of Health of Eire 


CASES 1957 1956 
in Countries Sais Seis 
and London ABE Se cae 
oes | Ziviws aisiZia 

Diphtheria 2 oF Of os} o 3 
Dysentery 480 28 139 § I] 970 138 180 4 
Encephalitis, acute 4 ! 0 7 0 0 
Enteric fever 

Typhoid , 5 ! 0 0 4 1 0 0 1 

Paratyphoid 5 0 0 1 16 44(B) 1 
Food-poisoning 372| 27 1 291 «21 ! 
Infective enteritis or 

diarrhoea under 

2 years 7| 32 
Measles® 12,778 255 73 142) 78] 3,251; 287 80 74 256 
Meningococcal in- 

fection 16 1 6 2 “4 0 10 0 1 
Ophthalmia neona- 

torum 21 2 2 0; 24 2 $ 
Pneumoniat 1866) 6 117, 221 
Polomyelitis, acute 

Paralytic 105 7! 70 2 } 2 

Puerperal fever§ 220 42 222) 27 0 
Scarlet fever S44 530) 29-79 
Tuberculosis: 

Respiratory 596 63 97 W 610 

Non-respiratory 95 8 14 2 101 3; 21 2 

Whooping-cough | 1,577, §2 2 47] 2,558 132 177 85 
| 1957 1956 

Diphtheria er 0 0 o 0 0 0 0 0 0 
Dysentery 0 0 1 0 0 0 0 
Encephalitis, acute | 0 0 | 0 0 0 
Enteric fever 0 0 0 0 0 0 0 0 
Infective enteritis or | 

diarrhoea under | i | 

2 years | 4 0 7 0 2 2 0) 1 0 4 
Measles .. ..| | O © o 0 1 
Meningococcal in- | 

fection | o 
Pneumonia 18 12) Sf 142) 16 14 3) 3 
Poliomyelitis, acute 2 0 0 Oo 3 0 1 

Respiratory | 7 36 { § 


“788, 26) 26, 15] 206 


Deaths 0-1 year 18 
Deaths (excluding i | 
stillbirths) 4,350 652! $12| 104 125] 4,443, 994 486 84) 134 


7,934 1151) 983) 281/384] 7,749 1171/1030, 253 376 


W hooping-cough 1) 


LIVE BIRTHS 
23) 2 21! 29 
STILLBIRTHS..|_ 199 23) 20) | 


* Measles not notifiable In Scotland, whence returns are approximate 
t Includes primary and influenza! pocumonia. 
Includes puerperal pyrexia. 
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Medical News 


Royal Medical Benevolent Fund.—The twenty-first annual 
meeting of the Royal Medical Benevolent Fund was held in 
London on July 31. The hon. treasurer, Mr. F. A. JULER, 
presenting the accounts, said that last year there had been an 
excess of income over expenditure of £912, but a deprecia- 
tion in the market value of the Fund's assets of the order 
of £20,000. Thanks to various legacies, the Ladies’ Guild 
capital funds were increasing. Dr. R. Cove-Smrirn, the 
hon. secretary, said that nine of the 105 new cases awarded 
grants during the year were already in receipt of National 


_ Assistance, so that the amount of help which could be given 


by the Fund had to be limited to 10s. 6d. a week. With 
sufficient funds in hand, it might be possible to remove 
some of those individuals from the sphere of National 
Assistance and provide them with an income more in 
keeping with their previous standard of living. However, in 
present circumstances that was not possible and the most 
that could be done was to augment with pocket money the 
National Assistance grant. The only way to achieve this 
would be by increasing income, and for that a large number 
of new subscribers was necessary. The most useful method 
of subscription was by deed of covenant covering seven 
years. The Fund had more than a thousand of those, and in 
1956 there were 342 new covenants and it was hoped that 
the 2,000 mark would soon be reached. Tribute was paid 
to Mr. E. C. PENNEFATHER, full-time secretary of the Fund 
for nearly thirty years, who has now retired. Mr. R. M. 
HANDFIELD-Jones, chairman of committee of management, 
who presided at the meeting, said that Mr. Pennefather 
inspired loyalty and affection in his staff and that the 
honorary officials had valued not only his services but his 
friendship. Officers elected were: president, Sir Henry 
Tidy ; hon. treasurer, Mr. F. A. Juler; hon. secretary, Dr. 
T. Anwyl-Davies ; committee of management, Mr. G. H. 
Bateman, Mr. G. J. O. Bridgeman, Mr. E. A. Crook, Dr. 
C. B. Dansie, Dr. T. F. Fox, and Dr. T. Anwyl-Davies. 


Medical Research Council Awards..-The Medical Re- 
search Council has made the following travelling awards 
for 1957-8.—-Rockefeller Travelling Fellowships in Medi- 
cine: Dr. J. BUTLER, senior registrar, medical professorial 
unit, Queen Elizabeth Hospital, Birmingham; Dr. W. I. 
CRANSTON, assistant to the regius professor of medicine, 
University of Oxford; Dr. D. A. Heatn, lecturer in patho- 
logy, University of Birmingham; Dr. S. P. MULDOWNey, 
university tutor in medicine, St. Vincent’s Hospital, Dub- 
lin; Dr. W. L. Nicnotas, lecturer in zoology, University 
of Liverpool; Dr. G. R. Wesster, senior lecturer, depart- 
ment of chemical pathology, Guy's Hospital Medical 
School. Lederle Travelling Fellowship in Medicine; Dr. 
A. M. Dawson, registrar, department of medicine, Post- 
graduate Medical School, London. Dorothy Temple Cross 
Research Fellowship in Tuberculosis: Dr. H. P. LAMBERT, 
registrar, University College Hospital, London. Alexander 
Pigott Wernher Memorial Travelling Fellowships in Oph- 
thalmology and Otology : Dr. R. P. GANNON, medical officer, 
Royal Air Force Acoustics Laboratory ; Dr. D. M. Maurice, 
scientific staff, M.R.C. Ophthalmological Research Unit, 
Institute of Ophthalmology, London; Dr. J. S. Speak- 
MAN, resident in ophthalmology, Toronto General Hospi- 
tal, Toronto. French Exchange Scholarships in Medical 
Science: Mr. B. L. Sitver, research scholar, University 
College, London ; Dr. Constance E. Work, first assistant, 
department of chemical pathology, University College Hos- 
pital Medical School, London. Lilly Foreign Fellowships : 
The Eli Lilly Company of Indianapolis, U.S.A., have 
also selected the following two candidates, nominated by 
the Medical Research Council, for Lilly Foreign Fellow- 
ships administered by the company: Dr. L. J. P. DuNcan, 
lecturer in therapeutics, University of Edinburgh ; Dr. R. F. 
MAHLER, lecturer in therapeutics, University of St. Andrews. 
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Dangers of Compressed Air.—Special measures to protect 
the health of men who work in compressed air are detailed 
in draft regulations published this week (the Work in 
Compressed Air Special Regulations, 1957). Individuals or 
organizations may make representations upon them betore 
August 29 to the secretary, Ministry of Labour and National 
Service, 8, St. James's Square, London, S.W.1 


Blood Transfusion Award Offered. The commitice of the 
Oliver Memorial Fund intend making their annual £50 award 
to a British subject whose original work or services in blood 
transfusion are considered to be notable. The committee 
welcomes applications, and also communications drawing 
attention to suitable candidates, before September 30. They 
should be sent to the Honorary Secretary, Mrs. F. | 
BepsoroucH, 105, New Park Avenue, London, N.13 


Welfare of Sick Children.—A committee studying the 
arrangements hospitals make for the welfare of sick children 
has invited evidence from a wide range of professional and 
other organizations and hospitals. Appointed by the Central 
Health Services Council, its chairman is Sir Harry PLaTi 
and the other medical members are Professor NORMAN 
Capon, Mr. CHartes Giepuut, Dr. F. M. Rose, Dr 
W. P. H. SHELDON, and Dr. E. TyLpen, 


Squibb Foundation.—A report from New York last week 
announced the forthcoming establishment of a Squibb 
Foundation. The first reference in London to this event 
was that made by Dr. J. G. ScappineG at the close of the 
symposium on fungous diseases held at the Institute of 
Diseases of the Chest (see p. 348). Dr. Scadding said that 
the symposium had been sponsored by Messrs. E. R. Squibb 
and Son, Ltd., the pharmaceutical manufacturers. Although 
still at an early stage in its planning, it is understood that 
the new Foundation will exist to finance symposia, support 
medical and scientific research, publish scientific reports, 
and assist postgraduate studies on certain pharmaceutical 
and scientific subjects. Further details will be issued in due 
course 


Lord Verulam has become president of the Central 
Council for Health Education on the resignation of Lord 
Boyp-Orre. Lord VeERULAM is also president of St. Mary's 
Hospital Medical School. 


London University.—Dr. S. D. reader in bacterio- 
logy at St. George's Hospital Medical School, has been 
appointed to the chair of bacteriology tenable at that school 
Dr. Elek graduated from St. George's in 1940, later obtain- 
ing the M.D., D.P.H.. and Ph.D. The title of reader in 
pharmacology in the University of London has been con 
ferred on Dr. J. B. E. Baker in respect of his post at Charing 
Cross Hospital Medical School. Dr. F. R. JonHnson, lec- 
turer in anatomy at Sheffield University, has been appointed 
reader in anatomy at the London Hospital Medical College : 
Dr. P. H. Spencer-Si-ver has been appointed reader in 
anatomy at the Middlesex Hospital Medical School 


Midwifery at Dundee.—Dr. Mary G. Coyte has been 
appointed to a lectureship in midwifery in St. Andrews 
University at Queen's College, Dundee 


Honorary Degree.—At a degree congregation at Birming- 
ham University on July 6 the honorary degree of Docto: 
of Laws was conferred on Mr. Frank Barnes, F.R.CS. 
by the Vice-chancellor, Dr. Ropert Arrken. Mr. Barnes 
graduated from London in 1902, and later became lecture: 
in osteology and lecturer in operative surgery at Birming- 
ham University 


Professor Robert Walmsley, Bute professor of anatomy at 
St. Andrews University since 1946, has been appointed 
Master of St. Salvator’s College for three years from 
September 39. 

COMING EVENTS 


Chartered Society of Physiotherapy—Annua! congress. 
September 19-21 at St. Pancras Town Hall, London, N.W.1. 
Medical practitioners are invited to all lectures and demon- 
strations. Details from the secretary of the society, Tavi- 
stock House (South), Tavistock Square, London, W.C.1. 
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Postgraduate Course in Pathology.—The Association of 
Clinical Pathologists is arranging a series of week-end courses 
from November, 1957, to March, 1958. These courses are tn- 
tended primarily for pathologists of consultant or S.H.M.O 
status, and will be held in London. Programmes are obtain- 
able from the secretary, Association of Clinical Pathologists. 
Maida Vale Hospital, London, W.9 

Seventh International Cancer Congress.—July 6-12, 1958, 
at the Royal Festival Hall, London. Papers should be sub- 
mitted before October, 1957. Further details from the 
secretary-general, Seventh International Cancer Congress. 
45. Lincoln’s Inn Fields, London, W.C.2 


NEW ISSUES 


British Journal of Ophthalmology. The new issue (Vol. 4}, 
No. 8) is now available. The contents include 


Sruptes ON Devecopinc Rerinat VESSELS V. MEeCHANISM OF 


OBLITERATION (A Pretiminany Report.) Norman Ashton, Cliv 
Graymore, and Christopher Pedler 
OBSERVATIONS ON PHOTOCHEMICAL ReacTIONS IN LIVING Eves R. A 
Weale 
Sruptes ON THe OF THE Eve E. S. Perkins and 
Gloster 


\ Moprricartion of THE INDIAN TECHNIQUE OF INTRACAPSULAR 
OPERATION S. Nirankari and M. C. Maudga! 

Benton Cacctrying Eptruetioma. D. St. C. Roberts 

Evecrricat Cataract Propucep sy a 240-vo_t Current. J. A. Lock 

Concenttat Prexyorum. Manmohan Malhotra 

New APPLIANCES B. W. Rycroft 

Two New Synecuta Kytves. Frank W. Law 

CORRESPONDENCE 

Pook Review 

Nores 

OBITUARY 


Issued monthly: annual subscription £4 4s.; single copy 
8s. 6d.: obtainable from the Publishing Manager. B.M.A 
House, Tavistock Square, London, W.C.1 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures marked @ 
Application should be made first to the institution concerned 


Friday, August 16 


InstiruTe OF Diseases OF THE CHEST 5 pm Dr. N. Liovd Rusby 
clinical demonstration 


APPOINTMENTS 


Hospitat. ror Sick Great Ormond Street. London, W.C 
Margaret E. Barton, M.B., B.Chir., and Marcel Kinsbourne, B.M., B.Ch 
M.R.C.P House-physicians Myrtle E Mitchell, M.B BS House 
surgeon : H. T. Thomas, M.B., B.Chir., Resident Officer to the Neurologica 
and Neurosurgical Department: Nora E. Casey, L.R.C.P.&S.1 Assistant 
Resident Medical Officer, Tadworth ; Maatiic V. Buhrmann, M.B., ChB 
D.P.H D.PM Part-time Registrar to Department of Psychologica 
Medicine 

Liverpoor Rrowonat Hosprrat Boarp.—J. G. Neville. M.B B.S 
MRCP D.P.M D.C.H., Consultant Child Psychiatrist, Alder Hey 
Children’s Hospital; G. P. Egan. M.D.. D.P.M.. Consultant Psychiatrist 
Liverpool Psychiatric Day Hospital. Croxteth Road. Liverpoo! & A 
Hopkins. M B., Ch.B.. M.R.C_P., recently appointed Tuberculosis Medica 
Officer to East Liverpool Group. has been re<esignated Assistant Chest 
Physician 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


ider.—-On July 30, 1957, at Edinburgh. to Jean, wife of Eri § 
Biackadder, MB. ChB. DRCOG. 29 Grange Loan, Edinburgh 
a brother for Mark 
Scott.On July 13, 1957, to Drs. Mary Helena (formerly Davies) and Jack 
Scott. Greenways, The Balk, Walton, near Wakeficld, a daughter 
Jane Kemp 
DEATHS 


Gates.-On July 23, 1957, Mabel Emily Gates. M D., of Stanmore, Ridge- 
wood, Uckfield, Sussex, late of Exeter, Devon 

Gordon.—On July 24, 1957, in hospital, London, Francis Jervis Gordon 
M.R.C.S., L.R.C.P., aged 76 

Hewat..Cn August 3. 1957, at Edinburgh, Andrew Fergus Hewat, M.D 
FRC P.Ed.. PREPS 

Joaces.—On July 17, 1957, in hospital, Walter Paul Jones, M.D., of 2 
Talbot Road, Carshalton, Surrey, aged 84 

Kaight.—-On July 19, 1957, at The Orchard, Hungerford, Berks, John 
lies Francis Knight, M.R.C.S.. L.RCP., late of The Down House, 
Blandford, Dorset 

McKenaa.—On July 24, 1957. Francis Hector McKenna, M B., B.Ch., of 
89, Eyhurst Avenuc, Elm Park, Romford, Essex 

Mussea.--On July 20, 1957. at 15. Blackstone Road, London, N.W., John 
Orret’ Musson, M.R.CS.. L.R.C.P., formerly of 19, Chichele Road 
London, N.W, 

Oswald-Smith.-On July 20, 1957, Harry Oswaid-Smith, M.D... of The 
Lodge, Rusthall Place, Tunbridge Wells, Kent 

Robinsoa.—-On June 22, 1957, at the General Hospital, Singapore, Harold 
Humphreys Robinson, M.D., D.P.M., aged 36 
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Any Questions ? 


We publish below a selection of those questions and 
answers which seem of general interest. It is reeretted 
that it is not possible to supply answers to all questions 
submitted. 


Diagnosis and Prognosis of Amyloid Disease 


Q.—By what methods can a presumptive clinical diagnosis 
of amyloid disease be confirmed? Please indicate the value 
of the Congo red test in this connexion. What is the 
prognostic significance of a positive diagnosis ? 


A.-The Congo red test is very useful in confirming a 
clinical impression of amyloid disease. With the usual 
routine a positive diagnosis should not be made unless 90 
100°, of the injected Congo red solution has been re- 
moved from the blood in one hour. The more elaborate 
Congo red test, performed by plotting the concentration 
of the dye in the blood at various times after injection, is 
more sensitive but more complicated to perform. The 
removal of Congo red from the vascular system depends 
on the amount of amyloid deposited in the tissues, and the 
Congo red test may be negative if only small amounts are 
present. A positive result usually indicates hepatic involve- 
ment, for this organ provides the largest store of amyloid 
tissue. 

If the Congo red test is negative and there is strong 
presumptive clinical evidence of the disease, biopsy must 
be done. Aspiration liver biopsy is particularly valuable, 
as hepatic involvement is usually diffuse, and, if the liver 
is involved, amyloid material will be seen. Biopsy of the 
gums is a safe and easy method, but negative results are not 
uncommon in the presence of definite amyloid disease. If 
albuminuria points to renal involvement and the diagnosis 
cannot be established by any other method, kidney biopsy 
should be performed either by the needle technique’ or, if 
this is not possible, by open surgical exploration. 

Positive diagnosis is essential, for the presence of amyl- 
oidosis demands renewed efforts at control of the primary 
disease process. If the underlying condition is cured the 
amyloid deposits will regress. Tuberculosis is the condition 
most often associated with amyloidosis, and chemotherapy 
or surgical treatment may be needed. Rheumatoid arthritis 
is the next commonest primary disease, and if brought 
under control the amyloid will disappear. If the patient 
with amyloidosis does not die of the primary disease, the 
usual cause of death is secondary contracted amyloid kid- 
neys and uraemia. Progressive amyloidosis is usually fatal 
within two vears of diagnosis 

REFORENCES 
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Tinnitus after Fenestration for Otosclerosis 


Q.—Following a unilateral fenestration operation for oto- 
sclerosis, the middle ear became infected and ‘here is a 
persistent fistula (not now discharging) leading from the 
middle ear to the external ear. Tinnitus has now devel- 
oped in this ear. What is the cause and how should it be 
treated? Is it a frequent complication of fenestration ? 


A.—Tinnitus is common in otosclerosis. About half the 
cases find it a nuisance. Improvement of the hearing by 
operation or the use of a hearing-aid may mitigate its 
severity, as after such measures Outside sounds seem intensi- 
fied. 

As the question stands, it suggests that infection coincided 
with the operation, and it may be that increased deafness 
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was noticed then. This is important, since labyrinth- 
itis might have occurred, causing inner-ear changes and 
irreversible hearing loss. Suspicion that this was the case 
would be aroused were the tuning-fork in Weber's test to be 
referred to the unoperated ear and not heard at all in the 
operated ear. Such a case could not be helped by treat- 
ment to the ear. If, however, the infection occurred some 
time after successful fenestration, there is a possibility that 
the perforation has cancelled out the gain in hearing from 
the operation, and so allowed the tinnitus to becomé notice- 
able. Closure of the perforation might restore the hearing 
enough for the tinnitus to-be partially masked by external 
sounds. This possibility should be tested by covering the 
perforation with a small prosthesis: a pledget of cotton- 
wool moistened with liquid paraffin could be used. If 
successful this method could be continued, but the pros- 
thesis would need changing monthly. Permanent closure 
might be achieved by cauterizing the edges of the perfora- 
tion with trichloracetic acid, or a myringoplasty (i.e., a 
skin graft) might be done, 

Infection of the middle ear is a rare primary complication 
of fenestration, an incipient cold being the usual cause. 
After healing, a successfully fenestrated ear is no more 
susceptible to infection than a normal one. Most perfora- 
tions heal if the infection is eliminated. 


“Dry Socket” 


Q.—W hat is the pathology of the so-called “ dry socket” 
following the extraction of a tooth? Is antibiotic cover 
recommended at the time of an extraction in a patient who 
has had a series of dry sockets ? 

A.—* Dry socket” is osteitis of the alveolar process fol- 
lowing the extraction of a tooth. During the act of extrac- 
tion repeated rocking movements may have to be performed, 
and these can crush the bone and occlude its vessels. By 
the same action pathogenic bacteria may be distributed into 
the tissues of the socket from any existing infected area. 
The probability of the complication is increased by greater 
density of the bone, mechanical difficulties due to the shape 
of the tooth, and the presence of acute infection. 

The crushing of bone can often be avoided by cutting 
away sufficient bone to permit easier delivery of the tooth 
or by dividing the tooth and removing the roots separately. 
In the case of a person who has had a series of dry sockets 
for which no cause is apparent the provision of antibiotic 
cover is recommended. It would also be reasonable to seek 
radiographic evidence of any mechanical difficulties to be 
anticipated and avoided, and to inquire into the possibility 
of constitutional reasons for the undue liability to infection. 


Auricular Paroxysmal Tachycardia 


Q.—-A woman of 30 with frequent attacks of auricular 
paroxysmal tachycardia has been successfully controlled 
with quinidine, in a dosage of 0.2 g. three times a day, for 
the last three months. However, her platelet count has 
fallen from 170,000 to 90,000 per cubic mm. in the course 
of six months. Quinidine has therefore been stopped. 
(1) Is thrombocytopenia a common complication of quini- 
dine therapy and what is its prognosis? (2) What treatment 
is advised for the tachycardia now? (This patient is also 
intolerant of digitalis, vomiting after 0.6 to 0.8 me. of digi- 
toxin.) (3) In general, for how long is it advisable to con- 
tinue giving quinidine to cases of paroxysmal tachycardia ? 


A.—(1) Thrombocytopenia and thrombocytopenic purpura 
are rare complications of quinidine therapy. Recovery 
occurs when administration of the drug is stopped. 

(2) Prevention of attacks of auricular paroxysmal tachy- 
cardia is often difficult, but simple measures such as the 
avoidance of precipitating factors should not be forgotten. 
These factors are said to include fatigue, anxiety, overeating, 
indigestion. excessive smoking, and excessive consumption 
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of tea and coffee. Only three drugs are likely to be of use 
in preventing attacks—quinidine sulphate, digitalis, and 
procaine amide. Quinidine can no longer be used in this 
case, but digitalis is not necessarily contraindicated, since 
the patient may be extremely sensitive to, rather than 
intolerant of, the drug. A small maintenance dose of 
digitoxin or some other digitalis preparation to which 
she might be less sensitive deserves further trial 
Although initial clinical evaluation of procaine amide 
indicated that it was ineffective in interrupting supraventri- 
cular paroxysmal tachycardia, subsequent trial has yielded 
more satisfactory results. The percentage of failures, how 
ever, is still high. The maintenance dose in this case would 
be 0.25 g. three or four times daily. The drug is usually 
well tolerated, but toxic reactions have occurred and have 
included fatal agranulocytosis. Attacks may well occur 
however, despite such preventive measures, and treatment 
should begin with the patient’s own attempts to produce 
reflex vagal stimulation by manceuvres such as carotid sinus 
pressure, bilateral eyeball pressure, etc. These measures are 
successful in about 30 to 50% of cases. If they fail, 
cholinergic drugs may be tried. Methacholine chloride, 
10 or 15 mg. subcutaneously, is the most effective. Vagal 
Stimulation methods are most likely to succeed in nodal 
as opposed to atrial tachycardia. Digitalis is the drug of 
choice in attacks of the latter, but, since its use may be 
precluded in the case described, vigorous treatment with 
procaine amide might be necessary—0.25 to 0.5 g. two- 
hourly by mouth to a total of four or five doses 

(3) In the absence of toxic reactions, quinidine therapy 
shouid be continued indefinitely if prolonged and distressing 
attacks of paroxysmal tachycardia recur when it is 
withdrawn. 


Female Orgasm and Conception 


Q.—Do the cervix, uterus, and Fallopian tubes during 
orgasm show any movements which may facilitate the pene- 
tration of semen’ If so, does the absence of orgasm in 
the female reduce the chance of conception ? 


A,—It is generally supposed, though on very doubtful 
evidence, that the female internal genital organs do under- 
go muscular contractions during orgasm. Though it is 
certain that in some animals, such as the mare, “ cervical 
insuck ” of seminal fluid does occur during copulation 
without orgasm itself being involved—so that seminal 
plasma, as well as spermatozoa, can be found in the Fallo- 
pian tubes very soon after copulation, it is most improbable 
that there is anything comparable in women. In humans 
the ascent of spermatozoa through the cervix and uterus, 
and probably through the tubes also, is generally thought 
to be due to the unaided efforts of the spermatozoa them- 
selves. Orgasm, it may be confidently stated, is not neces- 
sary for conception in women ; indeed, many mothers have 
never experienced it. In so far as orgasm is likely to in- 
crease the flow of cervical mucus, it might well increase the 
chance of conception, but only by providing a more recep- 
tive medium for the ascent of spermatozoa through the 
cervical canal. 


Rabies in Cats 


Q.--What is the incidence of rabies in cats? What im- 
portance should be attached to a cat bite in the tropics? 


A.—Rabies occurs in cats but is rare among them. 
Gordon Smith and Wells,’ in Malaya, refer to the dog as 
“the principal if not the sole vector™ in that country. In 
the annual scientific report for 1952 of the Pasteur Institute, 
Coonoor, S. India, one cat is reported to have been found 
to have been rabid among 973 animals examined there. The 
incidence of the infection in cats will, of course, vary from 
region to region and no precise figures relating to its fre- 
quency are known 

The importance which should be attached to a cat bite 
in the tropics will depend on the circumstances in which 
the bite is received, and on the condition of the animal. 
If the animal bit as a result of being provoked little more 
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significance need be attached to the bite than if it had 
been received in an area where rabies is not endemic. 
Rabies, however, should be suspected if the animal's be- 
haviour has recently changed in any way and particularly 
if it has become increasingly affectionate or had spasms ot 
the gullet. If there is a possibility of the animal having 
rabies it should be confined for a period of 10 days after 
biting. If it survives this period it can safely be assumed 
that the bitten person has not been infected. The indica- 
tiens for antirabic vaccine were discussed quite recently in 
“Any Questions ? 
REFERENCES 
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Taliqvist Haemoglobi ter 


Q.—How is the Tallqvist method of estimating haemo- 
globin carried out? Is it a useful and reliable method in 
circumstances where the cost of an M.R.C. photometer 
would not be justifiable ? 


A.-—-The Tallqvist haemoglobinometer consists of a book 
containing pieces of absorbent paper of standard size and 
thickness, and a series of colour standards printed on a 
card, each with a hole about 5 mm. in diameter through its 
centre. 

For use, a drop of blood is applied to the absorbent 
paper, and, as soon as its gloss has faded, the absorbent 
paper is backed with a second piece of absorbent paper 
(most conveniently by folding). The discoloured paper is 
then placed behind and in contact with the back surface of 
the printed standard and viewed through the holes until it is 
found to match one of the standards or to be darker than 
one and lighter than the next. The matching must be done 
by daylight, preferably by a north light coming from be- 
hind the observer, otherwise the hue of the standards wil! 
not match the blood at all. It is possible that the “ north 
light” type of fluorescent lamp might be satisfactory, but 
I have not tried this. 

The accuracy of the Tallqvist haemoglobinometer is about 
the same as that of the Haldane instrument. showing a 
standard deviation of about 10%, so that not more than one 
result in twenty should be outside the range +20% from 
the true result. Provided the inquirer does not suffer from 
defective colour vision and he can work by daylight, the 
Tallqvist scale is quite useful for field work. 


Correction.—-The report of the meeting of the Section 
Dermatology at Newcastle upon Tyne on Wednesday, July 17 
(Journal, July 27, p. 225). should have stated that Dr. J 
Ferguson Smith (Glasgow) was in the chair. 


Collected Articles from the “ British Medical Journal ” 


The following books are available through booksellers or 
from the Publishing Manager, B.M.A. House. Prices include 
postage 

Emergencies in General Practice (26s. 6d. inland; 26s. over- 
seas) 

Refresher Course for General Practitioners, Volumes 2 and 3 
(26s. 6d. inland each, 26s. overseas). 

Clinical Pathology in General Practice (22s. 3d. inland 
21s. 9d. overseas) 

4ny Questions ?, Volumes 2 and 3 (8s. each). 
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Teternone: EUSTON 4499. Tetecrams: Britmedads. Westcent. London 
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NEW SURGERY PREMISES FOR GROUP 
PRACTICE 


BY 


RONALD R. LANE, M.B., Ch.B. 


General Practitioner, Bolsover, Derbyshire 


In the hope that it may be of help to any of my fellow 
practitioners who are contemplating building new surgery 
premises, especially for a group practice, I have set down 
the following brief description of the building which my 
partners and I have had erected, together with a short 
account of how we set about the job and our experience 
of working in it. 
Requirements 

Our partnership of four, finding the old surgery premises 
originally planned for two doctors quite inadequate, felt 
compelled to provide a new building. A suitable central 
site was acquired, and in order to carry out our project it 
was decided that we must start making a list of the essential 
requirements which the new building must meet. These 
were: (1) There must be adequate heating arrangements ; 
(2) there must be complete privacy for patients and doctors ; 
(3) the building must be easy to maintain and clean; 
(4) the working of the building must be simple ; (5) the cost 
should be as low as possible consistent with good-quality 
lasting materials ; (6) there must be good lighting by day and 
by night ; (7) communications must be adequate and time- 
saving. In amplification of these points we made the follow- 
ing further decisions. 

Heating —We wanted a system, suitable for lock-up 
premises, which would be economical, clean, without fumes, 
reliable, and require a minimum of attention, Temperature 
control must be simple and efficient, and there must be a 
good hot-water supply at all times. 

Privacy.—Consulting-rooms must be sound-proof, so 
that patients and doctors might be assured of privacy. Noise 
in the waiting-room must not reach the consulting-rooms. 

Maintenance—There must be a minimal need of interior 
decoration, and scrubbing, cleaning, and dusting must be 
reduced to a minimum. The drainage system must be 
straightforward, and provision must be made for disposal of 
soiled dressings. 

Simple Working of the Building—For the patient the 
method of procedure must be simple, with a minimum of 
directions. The doctor's consulting-rooms must be readily 
identifiable. The corridors and doorways must have 
adequate width. It must be possible for an ambulance to 
drive up to the front door. The whole building must be on 
one level, and the steps at the outer doors must not exceed 
four inches (10 cm.) in height. There must be a lavatory 
for patients. The building must be so designed that they 


can walk straight through—from entrance to waiting-room, 
to office, to doctor, and to exit--and there must be full 
control of the doors by the receptionist. The waiting-room 
must be of adequate size, and the seats comfortable and 
durable; also, it _ 

must be apart | 
from the other 
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examinations. 
Scrubbing-up 
facilities, too, must 
be provided in 
each room. There 
must be a room in 
which doctors may 
meet together pri- 
vately, see consul- 
tants, entertain 
guests, and carry 
on partnership 
business. There 
must also be a pri- 
vate toilet for the 
doctors. It must 
be kept in mind, 
when planning, 
that the guest 
room might be 
used as an addi- | 
tional consultation fFyg_ |.—Architect’s plan of the surgery. 
room if so re- 

quired at some future time. There should be a simple 
method of calling for the next patient. 


Minimum Cost.—-We thought a simple oblong double-pile 
building would best achieve this object. The cost, including 
fitted furniture, proved to be about £6,000. 


Communications —The doctor must be able to communi- 
cate from his consulting-room with the receptionist, his 
partners, and the outside world. 
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Planning the Building 

Having decided what we wanted, we drew a few rough 
plans to see how all these objects might be achieved. Next 
we called in the architect, whom we found to be very 
helpful. He entered into every problem with the utmost 
interest and enthusiasm. Taking our crude efforts, he soon 
developed them into a handsome and harmonious design, 
making numerous minor alterations in the layout and sug- 
gesting many improvements. The accompanying Plan (Fig. 1) 
shows the final result, and will save much description. Tenders 
were sent out, and a local builder was given the contract 
Again we were fortunate in our choice. He too tackled the 
job with enthusiasm, and not only closely supervised the 
work in all its stages but made frequent helpful suggestions 
as the work progressed 

After working in the new premises for about seventeen 
months we feel that the requirements we stipulated have 
been achieved with considerable success, and apart from a 
few minor details we should make no alterations if we had 
to do the job again 

Building began in July, 1955, and the premises were 
opened in February, 1956 (Fig. 2). A brief description may 
be given of some of its principal features. 


FOR GROUP PRACTICE 


Fic. 2.—Photograph of the building. 


Main Features of the Building 


Heating is by a fuel-oil heater. This heats air which ‘s 
then blown by an electric fan through ducts leading to all 
parts of the building. The temperature is controlled by a 
thermostat in the corridor, with further control by louvres 
in each room. The system also provides hot water, and 
there is an immersion heater in addition for use in the 
summer if the oil heater is not required. The burners need 
a minimum of attention (a few minutes every three or four 
weeks). The oil tank holds 600 gallons (2,727 litres) and 
requires replenishing about twice a year. A pipe leads 
from the tank to a point near the roadside, so that an oil 
tanker lorry may stand in the road and blow oil into the 
tank. To ensure minimal heat loss the following are 
provided: (1) Fibre-glass below the hardwood floors and 
over the ceilings; (2) special insulating blocks and plaster 
for the walls ; (3) a specially constructed roof, with layers 
of compressed straw and felt ; (4) internal doors so arranged 
as to prevent any through draughts ; (5) aluminium blinds 
to several windows. 

Sound-insulation has been achieved by packed doors 
(without keyhole), acoustic ceilings overlaid with hardboard 
and two inches (5 cm.) of sand. The wall in the waiting- 
room next to No. 2 consulting-room is covered with 
linoleum squares, which, in addition to assisting in sound- 
insulation, enhances the appearance of the waiting-room. 

Interior Decorations.—As surgery premises can never be 
completely closed down, interior redecoration presented a 
big problem. This has been overcome by covering the 
walls of the waiting-room, the corridor, the office, and the 
toilets with a cold cement glaze which will never require 
more than a wipe down to maintain its original freshness. 
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The other rooms have been distempered, as they can be 
redecorated during each doctor's holiday period. This 
enables each doctor to choose his own colour. 

Woodwork.——Hardwood has been extensively 
throughout the building. The floors are of “ keruin” strips ; 
and for the window boards, doors, architraves, shelves, and 
drawers sapele wood has been employed. The desks in the 
consulting-rooms are french-polished sapele. The advan- 
tages of using these hardwoods—namely, handsome appear- 
ance, ease of cleaning, and no necessity for painting—-make 
it well worth the extra initial expense. All the mouldings 
are plain. The floors in the corridor, in the waiting-room, 
and in the toilets are covered with composition tiles with 
coved corners. “Formica” has been used to cover the 
tops of the drawers and cupboards in the office and con- 
sulting-rooms, in colours which harmonize with the furnish- 
ings and walls of the respective rooms 

Dressings are disposed of in an electric incinerator 
Cleaning of the building inside and out, including windows, 
gullies, etc., occupies one woman about twelve to fifteen 
hours a week. Paving slabs have been set round the sides 
and back of the building, which gives a neat and tidy 
appearance and helps the window-cleaner. 


Working Procedure 


On entering, the patient goes to the window of the office 
and informs the receptionist which doctor he wishes to see. 
The receptionist takes out the respective medical record 
envelope, and places it on a ledge beneath the window in 
order of patient's arrival, in separate piles for each doctor. 
The doctor indicates to the receptionist that he is ready to 
see a patient by pressing a buzzer which operates an in- 
dicator in the office. The receptionist then calls the patient 
by name and directs him with his M.R.E. to the doctor. 
After the consultation the patient leaves the building by 
the door at the end of the corridor, which is used as an 
exit only. The doctor's rooms are indicated by a name- 
plate on the door and by an illuminated sign over the 
door, projecting from the wall. There is a yale lock and 
a closing spring on the exit door, to ensure one-way traffic. 
The front door, in addition to a yale lock, has a dead lock 
which is turned at the end of surgery and the key removed, 
to prevent anyone in the waiting-room from admitting a 
“ gate-crasher™ friend after hours: a most useful bit of 
furniture. 

The seating in the waiting-room is fixed, and was speci- 
ally designed by the architect, taking into account comfort. 
hard wearing, easy cleaning, and safety for children. The 
accommodation is in the ratio of about one seat to every 
200 patients on the list. The upholstery is blue. 

The size of the consulting-rooms has been found to be 
very satisfactory, and the curtained-off portion invaluable. 
The curtains are suspended from silent plastic runners. 

Between consultation rooms 3 and 4 it will be noticed 
that there is a small room which communicates with them. 
This has been used as an examination room by the two 
doctors occupying those rooms. It has also proved a very 
useful place in which to allow patients to rest whilst waiting 
for an ambulance, or if taken ill at the surgery, thus ob- 
viating a consulting-room being temporarily put out of 
action. 

The aluminium venetian blinds have also been well 
worth the expense; they shade the room in strong sun- 
light, act as heat insulators, and facilitate eye examinations. 
Mixer taps with elbow control have also proved their 
worth. 

The very wide gateway to the car park is most con- 
venient, and the pram shelter under the gable has been 
much appreciated. 

The window in the office which looks into the waiting- 
room is so designed that the receptionist can see the main 
entrance, the whole waiting-room, the entrance to the 
corridor and the patients’ toilet. a facility which is in- 
valuable. 
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As no one lives on the premises, there is a notice-board 
on the wall near the door which gives the surgery hours, 
the surgery telephone number, and name and address of the 
dogtor on duty for emergencies. The last is on a small 
detachable board (one for each doctor) which is hung on 
small hooks on the main board. Having always had a doc- 
tor resident at the surgery before we moved to these new 
premises, we were a little apprehensive about how the new 
system would work. We were therefore happy to find that 
we have had neither any difficulty nor any complaint: the 
single surgery telephone number which is always tied up with 
the man on duty, in conjunction with the notice-board, copes 
with all the needs. 

Lighting. —Tungsten lighting in plain opalescent bowls 
attached to the ceiling has proved satisfactory. There are 
also desk lights, and a wall light over each couch in the 
consulting-rooms. A master-switch in the vestibule controls 
all the lights of the building. It is switched off by the last 
person to leave, ensuring that no light will be left on inadver- 
tently. The master-switch, of course, also controls the 
small light within the bell-push. All electric wires run 
in the roof space, the straightforward design of the build- 
ing making for simplicity and economy in this respect. 

Communications.—There is a switchboard in the office 
with extensions to the internal ‘phones and to the homes 
of the doctors. By this arrangement it is possible, by using 
the surgery number, for patients to get into contact at all 
times with the doctor on duty. It is also a great con- 
venience to be able to take outside calls in the consulting- 
rooms, and to speak to the receptionist or one’s partners. 


Points of Interest 


The new premises have been greatly appreciated by all 
members of the firm. Some of the great advantages we 
have experienced are as follows: (1) It is seldom necessary 
to leave one’s consulting-room throughout a_ séssion. 
(2) The doctor always has the patient's record before him— 
invaluable when several doctors work together as a team. 
(3) During surgery hours one can enter and leave the build- 
ing without passing through the waiting-room. (4) There 
is a minimal interval between consultations. (5) The guest 
room is a great convenience. (6) Everything proceeds in a 
very orderly manner, and control, as regards prompt 
closing, etc., is easy. 

Patients have often expressed their appreciation of the new 
building. The points that seem to have impressed them 
most are: (1) after a consultation it is not necessary to go 
back through the waiting-room ; (2) there is no “ jumping 
the queue ” (often mentioned by the older patients) ; (3) the 
warmth in the waiting-room and in the consulting rooms 
when undressing ; (4) the privacy; (5) the lavatory accom- 
modation. 

There are additional points which may be of interest. 
Along the outer wall of the office are two benches with a 
lavatory bowl between. On the left bench is the sterilizer and 
the urine-testing apparatus. The right bench is used by the 
receptionist for writing, etc. Under the benches are cup- 
boards and drawers. The medical record envelopes are 
kept in open shelves and are stacked edge-on. There are 
curtains for privacy, and the door has a lock. There is an 
electric clock. 

The guest room has a wardrobe for the use of each 
partner, and above the wardrobes are small cupboards, 
which are very useful for storing dressings, bandages, and 
odds and ends. A poison cupboard, with movable shelves, 
is also provided. There is a brush cupboard in the 
corridor, and a mixer tap on the wall of the patients’ 
lavatory, for the use of the cleaner. 

The windows of the building are large, mostly of double- 
reeded glass to ensure privacy without the use of curtains. 
One wall of the waiting-room consists mainly of glass 
bricks. Glass bricks of the “ obscured” type have also 
been used in the corridor walls with very good effect. A 
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very large letter-box with extra wide mouth, set in the exit 
door, has so far been able to receive the increasing volume 
of mail sent out to general practitioners. 

The amount of garden has been kept very small. The 
site was originally a small plantation, and we have been 
able to preserve a few trees. 


In the work of erecting this building we have received help 
and encouragement from many sources. We should like especi- 
ally to express our gratitude to the Derbyshire Executive Council, 
particularly the chairman and the clerk, Drs. W. S. Macdonald 
and H. C. Faulkner and Mr. Roffey of the Ministry of Health, 
the Bolsover Urban District Council, the Derbyshire Local Medi- 
cal Committee, Mr. G. R. Crosby, of Messrs. Wilcockson and 
Cutts, Architects, and Mr. J. A. Brown, the contractor. 


CENTRAL CONSULTANTS AND SPECIALISTS 
COMMITTEE 
EVIDENCE TO ROYAL COMMISSION 


The Central Consultants and Specialists Committee spent a 
large part of its all-day meeting at B.M.A. House on July 25 
considering evidence to be given to the Royal Commission. 
In addition to receiving an explanatory statement from the 
Joint Consultants Committee, it discussed and amended a 
draft statement of its own evidence. Mr. T. HOLMES SELLORS 
was in the chair. The CHAIRMAN explained that the Joint 
Consultants Committee was submitting evidence in its own 
right and each constituent body of the Joint Committee had 
also the right to submit evidence separately. It had seemed 
to be the general opinion that the Central Consultants and 
Specialists Committee should submit its evidence through 
the Association. They had therefore the advantage of 
being able to submit two lines of evidence, if they wished. 
One might be on the lines of the profession as a whole 
and the other, through the Joint Committee, could stress the 
views of consultants, The Joint Consultants Committee's 
explanatory statement was intended to give background 
evidence and would be followed by more detailed comments. 

At this stage, the Chairman pointed out, they were seeking 
to give an outline of what a doctor is, what a consultant is, 
and how a man became a consultant. Later they would 
give the details of education and entry into medicine and 
the length of training necessary. Was the standard of 
medical entry as high as in the past or had it diminished 
since the introduction of the National Health Service ? That 
was one of the many points which would be dealt with later. 
At the moment they were dealing only with a preliminary 
document, giving the background. 

There was a long discussion on the position of senior 
hospital medical officers, following a suggestion that no 
further appointments should be made to this grade. The 
Chairman said that they had accepted that this would be a 
diminishing grade, but that there would be a residuum of 
S.H.M.O.s. It had been pointed out that there must be a 
grade not provided for in Spens between the training grade 
and the consultant grade, to fit in certain people. As a 
result, the S.H.M.O. grade had been constituted and a 
circular of limitation issued. “It is the abuse of that 
circular which has landed us in trouble,” he said. “The 
position has got out of control.” 

Professor G. I. STRACHAN said the original idea had been 
to merge the S.H.M.O. grade with the suggested assistant 
grade, with the necessary safeguards, and to make it a fluid 
grade from which promotions would be made to consultant 
status, but the Ministry's attitude had changed the whole 
position and made them turn round and say, “ We are not 
willing to agree to a subgrade because of the advantage 
which would be taken of it.” 

It was agreed that a small committee should examine 
draft statements on the relation of the consultant to the 
community, to the general practitioner, and to the N.H.S., 
and on the place of medicine in society, and to prepare a 
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preamble to be submitted to the other members of the 
Executive before the drafts were 
tion to the Evidence Committee « 

It was agreed to convey to the Rx 


nmission that i 
was hoped that it would consider the formation of some 


permanent machinery which would keep the remuneratior 
of the medical profession under continual review 


Royal Commission Evidence Steering Committee 


It was agreed to recommend to the Council that the repre 
sentation of the committee upon the Royal Commission Evi 
dence Committee should be increased by two and that the 
committee should also have upon it one representative of 


the Scottish C.C. and S. Committee 


Committee on Professional Co-ordination 


It was reported that the Council had set up a committee 
to consider and report upon ways ind means of co-ord: 


nating and unifying the action of the various sections of 
the medical profession, and that the C.¢ and S. Committee 
was invited to appoint representatives 


Mr. H. H. LANGSTON said there was a feeling that it was 
not very satisfactory that when an issue that concerned the 
whole profession came be discussed the profession should 
have to set up an ad hoc joint negotiating committee to 
bring about united action and that there was room for some 
Standing committee to which all matters of major impor 
tance relating to the profession as a whole should be re 
ferred. The Council's committee was merely for examining 
the problem, and he commended it 

Dr. ALEXANDER SMITH said that the disunity which existed 
did not do the profession, consultants or general practi- 
tioners, any good, and any means for settling differences 
and obtaining co-ordination of opinion before the differ 
ences became too public would be extremely valuable 
There was everything to be said for trying to return to 
complete unity of purpose in the profession 

It was agreed to recommend to the Council that the 
membership of the proposed committee should be increased 
by the addition of one member from the Scottish C.C. and 
S. Committee and the Scottish Joint Consultants Committee 


Co-operation with Royal Colleges 


It was decided to recommend to the Council that the 
chairman of the Joint Consultants Committee be invited to 
serve as an ex-officio member of the Central Consultants 
and Specialists Committee and that each of the Royal 
Colleges in England be invited to appoint a representative 
on the Committee 

Dr. J. D. S. CamMeRoN said that the Scottish C.C. and S 
Committee had representatives of the three Corporations in 
Scotland and also representatives of the Scottish universi- 
ties. Dr. ALEXANDER SMITH said that the arrangement in 
Scotland was extremely satisfactory, leading to a great deal 
of co-ordination and unity. It was not practical politics to 
have representation of the universities in England, because 
there were too many. 


Medical Staffing Subcommittee 


The minutes of the Medical Staffing Subcommittee. pre- 
sented by Professor STRACHAN, recommended that in all 
hospitals or hospital groups providing a major casualty ser- 
vice this service should be in the continuing control of a 
consultant whose availability was adequate to the needs of 
the service, and that in all other hospitals or hospital groups 
the casualty service should be included within the responsi 
bility of one or other of the surgical teams, on a rota basis. 
one of the surgical firms having charge each day of the 
casualty department. It was further recommended that the 
Joint Consultants Committee be asked to reopen discus 
sions with the Ministry upon the staffing of casualty depart 
ments in the light of the foregoing principles 

Mr. H. H. LANGSTON said that a casualty service worked 
best where the casualty department of a hospital was under 
the general supervision of one named consultant, with a 
deputy. Where one surgical team was responsible during 
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its period of duty and was then succeeded by another team 
there was no one in authority to say how the casualty de 
partment should be run, and the system was not so good as 
the other. There ought to be one person continuously, re- 
sponsible for supervision. Casualty officers preterred to 
know that one consultant or his deputy was responsible for 
them. He moved the deletion of the word “ major” and 
the sentence in the recommendation reading “In all other 
hospitals, or hospital groups, the casualty service should be 
included within the responsibility of one or other of the 
surgical teams, on a rota basis, one of the surgical firms 
having charge each day of the casualty department.” 
Professor STRACHAN said that the Subcommittee would 
have no objection to the alteration, which was agreed to. 
He submitted a draft report on hospital medical staffing, 
and the Medical Staffing Subcommittee recommended that 
no further proposals regarding the reorganization of hospital 
medical staffing be put to the Ministry until a review of 
hospital staffing, in an agreed form, had taken place. 
The CHAIRMAN said there might soon be some response 
from the Ministry, which was due to give an answer to the 
immediate question of prolonging senior registrar appoint- 
ments 
The report of the Subcommittee was adopted. 


CHAIRMAN’S TOUR OF AFRICAN 
BRANCHES 

The Chairman of Council of the B.M.A., Dr. S. Wand, and 
the deputy chairman of the Overseas Committee, Professor 
D. E. C. Mekie, are to visit some of the Association's 
Branches in central and east Africa from September 10 to 
29. The Branches visited will be Matabeleland, Northern 
Rhodesia, Mashonaland, Nyasaland, Tanganyika, Zanzibar, 
Kenya, and Uganda 


INCREASE IN LECTURE FEES 
Following representations by the Association, the Ministry 
of Labour and National Service has agreed that, from 
June 24, the sessional fees paid to lecturers at courses for 
disablement resettlement officers shall be raised to £3 3s. for 


up to 1} hours, and £5 Ss. for 14 to 24 hours. 


HOSPITALITY 


A Dutch doctor’s daughter would like to stay with a British 
doctor's family for a few weeks. In exchange the British 
doctor’s daughter could stay in Holland next year 

Would anyone interested please get into touch with 
Brigadier H. A. Sandiford, International Medical Visitors 
Bureau, B.M.A. House, Tavistock Square, London, W.C.1. 


Scottish News 


VALUABLE CO-OPERATION BY G.P.s 


The Report of the Department of Health for Scotland for 
1956° records the valuable co-operation of general practi- 
tioners in the new arrangements for referring patients for 
examination by regional medical officers. An amendment to 
the procedure in handling references from the Ministry of 
Pensions and National Insurance and the National Assistance 
Board was introduced in April, 1956, the effect of which 
was to delay calling a patient for examination until his 
doctor had been given an opportunity of making a report. 
As a result a number of references can be dealt with in the 
light of the doctors’ reports without examining the patients. 
“The prompt return of these reports,” the Department states, 
‘has helped to improve the efficiency of the service.” The 
number of examinations fell from 53,390 in 1955 to 46,980 
in 1956. 


‘ Edinburgh, H.M.S.O., price 5s. 6d. 


Aus. 10, 1957 


Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Medical Booklets 


Sir,—-l am horrified that Dr. C. P. Wallace should state 
that “ there was not one member of the Representative Body 
who would not welcome . .. efforts to bring popular medicine 
to the public” (Supplement, July 27, p. 64). I find that 
many colleagues agree that the publication of medical 
booklets is aggravating the incidence of neuroses which the 
National Health Service has fostered. The B.M.A. em- 
barked on an unfortunate unethical adventure without a 
poll of its members to determine the attitude of the profes- 
sion. Lam confident that the majority of members deplore 
publication of literature which encourages patients to enjoy 
their illnesses.—I am, etc., 


London, S.W.16 H. G. Howitt. 


Capitation Fee for Elderly Patients 


Sirk.—lIn the report of the Annual Representative Meeting 
at Newcastle reference is made to some remarks of mine 
which are printed at the foot of p. 41 of the Supplement 
of July 20. I would like to draw your attention to a 
significant omission from my speech. The words which 
are printed on the last two lines of the page should have 
read “the patients who had received the greatest number 
of items of service were the female patients between the ages 
of 16 and §9.° The words in italics were omitted from the 
report.—lI am, ete., 


Penicuik, Midloihian Joun T. BaLpwin. 


B.M.A. Negotiator 


Sir.—The motion to the Annual Representative Meeting 
by East Yorkshire (Supplement, July 20, p. 25) is another 
expression of the dissatisfaction of the profession with the 
results of negotiations in the past, and not, [| would empha- 
size, with the sincerity and conscientiousness of our leaders. 

We are faced with a vicious circle of lack of success 
of our leaders in negotiating with the Government, a general 
feeling of hopelessness and apathy by practitioners, increas- 
ingly poor attendances at meetings, disunity in the profes- 
sion, and, to complete the circle, inevitably resultant lack 
of power and confidence on the part of the Negotiating 
Committee. We must agree with Dr. Wand that we have at 
B.M.A. House the medical and lay staff with wide experience 
and knowledge of the subjects involved, and we cannot 
question the ability of learned counsel, solicitor, economists, 
and accountant engaged for their particular professional skill. 
Dr. Wand rightly points out the magnitude of the opposition 
(meaning, presumably, the Treasury and the Ministry). 

Accepting these facts, the crucial point is that we must 
present our case with all the force and ability that we can 
mobilize. Our failures, compared with the success of owners 
of now nationalized concerns, and perhaps, of certain other 
professions, show that we must look beyond our profession 
for help in the actual negotiations. An outstanding nego- 
tiator is as vital to the medical profession as would be a 
surgeon of unique skill and experience if one of us needed 
a supremely difficuit and dangerous operation requiring 
technical mastery of a special nature. In this country there 
are many industrialists and others of proved ability, and we 
would certainly find one sympathetic to our cause who 
would (on a part-time basis) help us in our struggle. 

I would ask my colleagues to consider what would be the 
effect on our profession if our Negotiating Committee in- 
cluded a successful nationally known personality of excep- 
tional ability in the field of negotiation, and commanding the 
highest respect. 1 most sincerely believe that it would unite 
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the profession in a way it has never known before ; and 
would defeat the opposition by the unity, the strength, the 
determination, and the cohesion which Dr. Wand assures 
us is the only way in which we will defeat the opposition. 

I am, etc., 
Huddersfield L. E, Lucas. 


Position of Public Health M.O.s 


Sik,—The B.M.A. ought to hang its head in shame that 
any doctor who has been employed in public health for 
22 years should have a salary of less than £1,500. Unless 
it is able to rescind the decision that the case for increased 
remuneration for public health medical officers shall be 
excluded from the evidence to be given to the Royal Com- 
mission, then I have paid my last subscription. The B.M.A. 
had all the cards in its hands. It could have said, “ We 
will withdraw from the National Health Service unless the 
public health M.O.s are included.” What did it do? It 
threw all its cards away. It crawled on its belly for the 
offer of an interim 5"o increase. It could not care less what 
happened to the public health M.O.s. They are not to be 
treated as doctors, but only as employees of local authorities 
As the B.M.A. has completely let us down, why should 
we continue to support what is the trade union of the estab- 
lished G.P.s and specialists ?—1I am, ete., 

Dartington Maurice B. Grirritu. 


Ethics of Consultation 


Str,—It is not uncommon for specialists and indeed a few 
consyltants to see patients privately without an introduction. 
This is reprehensible, but family doctors in this unmannerly 
age are hardened to discourtesy. When, however, advice 
or treatment is given from restricted knowledge, the result 
on our patients is often disastrous.—I am, etc., 

London, S.E.3 Guy NEELy. 


POINTS FROM LETTERS 


Evidence to the Royal Commission 

Dr. D. H. Jupson (Shipley) writes: I was both astonished 
and dismayed to see that the B.M.A. will be unable to give evi- 
dence before the Royal Commission before the autumn. A case 
has already been made out to put before the Minister, and surely 
we cannot make out a different case to suit other types of 
department or body; therefore, why the autumn ? 


SALARIES OF INDUSTRIAL MEDICAL 
OFFICERS 


REVISED RECOMMENDATIONS 


The B.M.A.’s recommendations on the remuneration of 
industrial medical officers, whole-time and part-time, were 
revised by the A.R.M., 1957 (Supplement, July 20, p. 30). 
Copies of the revised recommendations are available on 
application to the Secretary, British Medical Association. 
B.M.A. House, Tavistock Square, London, W.C.1. 


TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: 
Metropolitan Borough Councils—Fulham, Southwark. 
Non-County Borough Councils.—Crewe. 


The United Kingdom and Norway have concluded an agree- 
ment under which the Norwegian health services will be available 
for all British nationals, including tourists. The agreement, which 
will not come into operation until it has been ratified, also covers 
cash benefits provided by the two countries for unemployment, 
sickness, maternity, old age, widowhood, orphanhood, industrial 
injury, and death 
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H.M. Forces 


H.M. FORCES 


Surgeon Captain K Forsythe, V.R.D., R.N.V.R., has been 
appointed an Honorary Physician to “1 Queen in succession to 
Surgeon Captain R. Wear, V.R.D., N 

Lieutenant-Colonels R. P. Leake, E.R.D., and J. M. Milne, 
O.B.E.. R.A.M.C., have been mentioned in dispatches in recog- 
nition of gallant and distinguished services in Cyprus during the 
period January | to June 30, 1957 

Surgeon Licutenant-Commander H. J. A. Hahn, R.N., 40 
Commando, Royal Marines, has been mentioned in dispatches 
for distinguished service in operations in Cyprus during the 
period January | to June 30, 1957 

Flying Officer C. A. S. Evans, M.B., B.S., R.A.F., a medical 
officer from the R.A.F. Station, Abingdon, has been appointed 
M.B.E. (Military Division) for courage and resourcefulness of a 
high order when helping to rescue the occupants from a blazing 
aircraft which had crashed on the village of Sutton Wick, 
Drayton, Berkshire 


ROYAL NAVY 


Surgeon Captain D. M. Beaton, O.B.E., to be Surgeon Rear- 
Admiral 


Royal NAVAL VOLUNTEER RESERVE 


Surgeon Captain R. Wear, Q.H.P., has retired. 

Surgeon Commander K. W. Martin, V.R.D., to be Surgeon 
Captain 

Surgeon Lieutenant-Commanders W. EF A. Buchanan, J 
Alexander, C. E. Drew, and E. C. Glover to be Surgeon 
Commanders 

Surgeon Licutenant-Commander J. C. Campbell has been re- 
noved from the Active List 

Surgeon Lieutenants J. Lambie, J. M. Palmer, and H. D. A 
Hope to be Surgeon Lieutenant-Commanders. 


ARMY 


Major-General C. W. Greenway, C.B., C.B.E., Q.H.S., late 
R.A.M.C., has retired on retired pay (Reserve Liability) 

Brigadier (Temporary Major-General) T. F. M. Woods, O.B_E., 
late R.A.M.C., to be Major-General 

Colonel (Temporary Major-General) W. D. Hughes, C.B.E., 
Q.H.P., late R.A.M.C., to be Brigadier 

Lieutenant-Colonel D. M. Ahern, D.S.O., from R.A.M.C., to 
be Colonel 


ROYAL ARMY MEDICAL CORPS 
Major B. W. Hughes to be Lieutenant-Colonel 


REGULAR ARMY RESERVE OF OFFICERS 


Brigadier J. C. Coutts, late R.A.M.C., having attained the age 
limit of liability to recall, has ceased to belong to the Reserve of 
Officers. 

Army Mepicat Corps 


Major (Honorary Lieutenant-Colonel) G. R. McNab, having 
attained the age limit of liability to recall, has ceased to belong 
to the Reserve of Officers, retaining the honorary rank of 
Lieutenant-Colonel 

Captain (Acting Major) A. M. Huntley, from A.E.R.O., to 
be Captain, and has been granted the honorary rank of Major. 

Short Service Commission.—Major M. B. O'Doherty, from 
Active List, to be Major 

Class I11,—Captains (Acting Majors) O. A. N. Husain and 
P. W. Thompson, from A.E.R.O., National Service List, to be 
Captains, relinquishing the acting rank of Major. Captain 
(Honorary Major) N. L. Paros, from Reserve of Officers, to be 
Captain (Honorary Major) Captain (Honorary Major) 
H. M. S. G. Beadnell, M.B.E., having attained the age limit of 
liability to recall, has ceased to belong to the Reserve of Officers, 
retaining the honorary rank of Major. Major K. H. Fraser, 
from Active List, to be Major. 


ARMY EMERGENCY RESERVE OF OFFICERS 
Royat Army Mepicat Corps 


Lieutenant- MeN P. W. Kippax (Reserve of Officers) has 
resigned his A.E.R.O. commission. 

Major A. D. Briscoe, T.D., has resigned his commission and 
has been granted the honorary rank of Lieutenant-Colonel. 

Captain (Acting Major) A. Murphy has been granted the 
acting rank of Lieutenant-Colonel 

Captain (Acting Major) R. I. Bodman to be Major. 

Captain (Acting Major) I. P. Todd has resigned his commis- 
sion 

Captains D. E. Argent, M. W. J. Grummitt, and P. Stuart have 
been granted the acting rank of Major. 

Lieutenant G. A. Scott to be Captain, and has been granted 
the acting rank of Major. 
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Diary of Central Meetings 
AuGust 
2! Wed. Special Meeting of Council, 10 a.m 
SEPTEMBER 
19 Thurs. G.M.S. Committee, 10.30 a.m 


Branch and Division Meetings to be Held 


Brancu.—At Hethersett House, Hethersett, Norwich, 
Saturday, August 17, 4 p.m., annual meeting 

WootwicH Drviston.—At Children’s Ward, M.2, Brook 
General Hospital, Shooters Hill, S.E., Tuesday, August 13, 
2.30 p.m., Seminar. Members of Dartford and Greenwich and 
Depttord Divisions are invited. 


Meetings of Branches and Divisions 
ABERDEEN BRANCH 


At the annual general meeting held on May 30 the following 
officers were appointed for 1957-8 

President.—Dr. A. H. Macklin 

Vice-president. —Dr. A. C. Hendry 

President-elect.—Dr. 1. M. Scott 

Secretary.—Dr. F. A. Forbes. 

Treasurer.—Dr. J. Leckie 


ARGYLL Division 
At the annual general meeting held on May 19, 1957, the 
following officers were appointed for 1957-8: 
Chairman.—Dr. A. B. Fordyce. 
Vice-chairman.—Dr. A. Crawford Mayer. 
Honorary Secretary and Treasurer—Dr. J. A. Adie. 


Barnet Division 


The following officers were elected at the annual meeting: 
Chairman.—Dr. G. Riddell Royston 

Vice-chairman.—Dr. R. Gardner. 

Secretary and Treasurer.—Dr. F. Patuck 


BIRMINGHAM 


The annual general meeting was held on May 30. The follow- 
ing officers were elected for 1957-8: 

Chairman.—Dr. H. M. Cohen 

Vice-chairman.—Dr. R. C. L’E. Burge 

Honorary Secretaries-——Dr. D. t Heath and Dr. J. K. H 
McCullough 

Honorary Treasurer —Dr. D. F. Heath. 


BLACKPOOL AND Fyipe Division 
At the annual general meeting held on May 16 the following 
officers were elected for the ensuing year: 
Chairman.—Dr. A. McN. Tomlinson. 
Vice-chairman.—Mr. D. K. Lennox. 
Honorary Secretary and Treasurer.—Dr. J. R. Milne 
Joint Honorary Secretary.—Mr. D. K. Lennox. 


Braprorp Division 
The annual general meeting was held on May 29. The follow- 
ing officers were elected for 1957-8: 
Chairman.—Dr. J. G. Craig 
Vice-chairman.—Dr, H. R. Sparrow. 
Honorary Secretary and Treasurer.—Dr. H. Fidler 


BurNLey Diviston 
At the annual general meeting held on May 22 the following 
officers were elected for 1957-8: 
Chairman.—-Mr. A. M. Graham. 
Vice-chairman.—Dr. A. W. R. Eardley. 
Honorary Secretary.—Dr. T. C. Corson. 


Bury Division 
At the annual general meeting held on June 3 the following 
officers were appoint 
Chairman.—Dr. J. L. MacLean. 
Vice-chairman.—Dr. D. M. Davies. 
Honorary Secretary.—Dr. E. Smalley. 
Treasurer.—Dr. J. S. B. Mackay. 


CAMBRIDGE AND HUNTINGDON DIvISION 
At the annual general moons held on May 28 the following 
officers were elected for 1957-8: 


Chairman.—Dr. Alex. Brown. 
Vice-chairman.—Dr. C. W. Walker. 
Secretary and Treasurer.—Dr. J. A. Sadler. 
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Carpire Division 


The following officers were elected at the annual meeting : 
Chairman.—Dr. C. E. G. Gill. 

Vice-chairman.—Dr. H. M. Sinclair. 

Honorary Secretaries.—Dr. 1 lewelyn Rees and Dr. Amy Jagger 
Honorary Treasurer-—Sit J. W. Tudor Thomas. 


CHELSEA AND FULHAM Division 

The annual general meeting was held at Fulham Town Hall on 
jay 2: Be. ¢. Watney Roe was in the chair, and six members 
were present. The following officers were elected : 

Chairman.—Dr,. C, Watney Roe. 

Vice-chairman.—Mr. D. H. Sandell. 

Joint Honorary Secretaries ——Dr. L. §. Goodhardt and Dr 
D. J. Thomas. 

CHESTERFIELD Division 


The annual general meeting was held on May 28. The follow- 
ing officers were elected: 

Chairman.—Dr. J. M. Ridyard. 

Vice-chairman.—Dr. J. F. Hanratty. 

Secretary and Treasurer.—Dr. |. R. D. Proctor. 


CLEVELAND DIVISION 


At the annual general meeting the following officers were 
elected : 

Chairman.—Dr. W. P. Dunn. 

Vice-chairman.—Mr. R. M. Marshall. 

Secretary and Treasurer.—Dr. A. A. Williams 


CorNWALL Division 


The annual meeting was held on May 28. The following 
officers were elected : 

Chairman.— Dr. W. H. Clarke. 

Vice-chairman.—Dr,. A. E. Tinkler. 

Secretary and Treasurer.—Dr. E. Townsend. 


DARLINGTON Dtvision 


At the annual general meeting held on June 25 the following 
officers were elected : 

Chairman.—Dr. G. Walker. 

Vice-chairman.—Dr. J. W. Cathcart. 

Immediate Past Chairman.—Dr. W. F. A. Heron 

Honorary Secretary.—Dr. L. J. Rosin. 

Honorary Treasurer.—Dr. L. E. 8. Coghlan. 

Honorary Assistant Secretary.—Dr. A. P. Wright. 


DUMFRIES AND GALLOWAY Division 


The annual general meeting was held on May 19. The follow- 
ing officers were elected: 

Chairman.—Mr. J. Neilson. 

Vice-chairman.—Dr. F. T. Ingram. 

Honorary Secretary and Treasurer.—Dr. J. B. Wilson 


East YorKSHIRE BRANCH 


The annual general meeting was held on May 15. The follow 
ing officers were elected: 

President.—Dr. L. Bellman. 

Vice-president.—Dr. E. H. Milner. 

President-elect —Dr. C. Groves. 

Immediate Past President.—Dr. I. G. Innes. 

Honorary Secretary and Treasurer—Dr. K. W. Beetham 


ENPIELD AND Porrers Bar Division 
At the annual meeting on May 31 the following officers were 
elected for 1957-8: 
Chairman.—Dr. W. D. Hyde. 
Vice-chairman.—Dr. J. S. Firth. 
Honorary Secretary.—Dr. R. B. L. Ridge. 
Honorary Assistant Secretary —Dr. H. R. Shepherd. 


Gtascow DIVISION 

A meeting was held in the Glasgow Regional Office on May 30 
Dr. J. S. McLaren Ord took the chair and 18 members were 
present. 

GooLe AND Drvision 

The annual meeting was held on May 30. The following 
officers were elected: 

Chairman.—Dr. E. Cretney 


Vice-chairman.—Mr. L. Shaw. 
Honorary Secretary and Treasurer.—Dr. W. Wintersgill. 


Division 
At the annual general meeting held on June 14 the following 
officers were elected : 
Chairman.—Dr. A. Whitaker. 
Vice-chairman.—Dr. G. 1. Watson. 
Honorary Secretary.—Dr. F. A. Belam. 
Honorary Assistant Secretary.—Dr. J. Taylor. 
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At the annual general meeting the following officers were 
elected : 

Chairman.—Dr. L. J. Stoll. 

Vice-chairman.—Dr. R. 1. McAlley. 

Honorary Secretary and Treasurer—Dr. FE. D. Page 

Assistant Honorary Secretary—Dr. Muriel Dobbin 


HarroGATE Division 


The annual general meeting was held at the Royal Bath 
Hospital on June 18. The following officers were elected 

Chairman.—Dr. E. J. L. Pearce. 

Vice-chairman.—Dr. G. B. Robinson. 

Secretary.—Dr. W. A. Gentle. 

Assistant Secretary —Mr. G. N. Bailey. 


HaRTLEPOOLS Division 
wit ie annual meeting the following officers were elected for 
Chairman.—Mr. A. Webb-Jones. 
Honorary Secretary and Treasurer —Dr. N. Conley. 


Hastincs Division 
At the annual meeting the following officers were clecied 
Chairman.—Mr. A. Hollingsworth. 
Vice-chairman.—Dr. C. Grahame. 
Honorary Secretary.—Dr. L. H. Booth. 


Hendon Division 


The annual general meeting was held at Hendon Hall Hotel on 
May 28. The following officers were elected for 1957-8: 

Chairman.—Dr. J. L. Patton. 

Vice-chairman.—Dr. H. D. Chalke. 

Honorary Secretary and Treasurer.—Dr. J. W. McCarthy. 


HERTFORDSHIRE BRANCH 
The following officers have been elected for 1957-8: 
President —Dr. C. M. Arthur. 
President-elect.—Dr. A. G. Reid. 
Vice-presidents—Dr. L. R. Gardner and Dr. P. Stringer. 
Honorary Secretary.—Dr. D. L. Gullick. 


oF Wicur Division 


The annual meeting was held on May 28 at Newport. The 
following officers were elected : 

Chairman.—Dr. J. Bruce Williamson. 

Vice-chairman.—Dr. F. Lang. 

Honorary Secretary and Treasurer.—Dr. H. 8. Howie Wood. 

Assistant Honorary Secretary.—Dr. G. M. Homan. 


KENSINGTON AND HAMMERSMITH DIVISION 


The annual general meeting was held at St. Mary Abbott's 
Hospital on May 31. Dr. J. F. Lascelles King took the chair 
and 14 members were present. The following officers were 
elected for the new year: 

Chairman.—Dr. J. F. Lascelles King. 

Secretary.—Dr. J. Tudor-Hart (senior), and Dr. J. D. W. 
Whitney (junior). 

Treasurer.—Dr. C. L. Collins. 

A meeting was held jointly with the Chelsea and Fulham 
Division at Kensington Town Hall on June 4. Dr, J. F. Lascelles 
King was in the chair and 33 members were present. Dr. 
H. H. D. Sutherland gave an account of the situation in the 
remuneration dispute. The following resolution was passed: 
“ That the 5% increase in remuneration be accepted; that evi- 
dence be given to the Royal Commission; and that the position 
be reviewed when the findings of the Royal Commission are 
known.” A motion that in any settlement reached with the 
Government the greatest efforts be made to make such a settle- 
ment enforceable in the courts was also carried unanimously. 


Kent Brancu 
The following officers were elected at the meeting heid on 
July 4: 
President.—Dr. J. Pickford Marsden, 
Vice-president.—Dr. A. D. Broatch. 
President-elect.—Dr. B. Hoogewerf. 
Honorary Secretary —Dr. J. O. Murray. 
Honorary Treasurer-~—Mr. W. E. Heath 


KINGSTON-ON-THAMES DIVISION 


The annual general meeting was held on May 21. The follow- 
ing officers were elected : 

Chairman.—Dr. E. A. Evans. 

Vice-chairman.—Dr. Eileen Stevenson. 

Honorary Secretary and Treasurer —Mr. J. V. O'Sullivan. 

Assistant Honorary Secretary.—Dr. T. J. C. Warriner. 
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LANCASTER DIVISION 


At the annual general meeting held on May 28 the following 
officers were elected : 

Chairman.—-Dr. J. Hodge 

Immediate Past Chairman Dr. R. F. Dawson. 

Vice-chairman.—Dr. J. Findlater. 

Honorary Secretary.—Dr. J. F. M. Milner. 

Honorary Treasurer.—Dr. G. H. Anderson 


Leeps Division 
The following officers were elected at the annual meeting: 
Chairman.—Dr. Moray Melvin 
Vice-chairman.—-Dr. Wm. MacAdam 
Immediate Past Chairman.—Dr. C. M. Gray. 
Honorary Secretary.—Dr, J. H. E. Moore. 
Honorary Treasurer~—Dr. E. C. Benn. 


Lincotn Division 


The annual general meeting was held in Lincoln on May 26. 
The following officers were elected : 

Chairman.—Dr. K. O'Toole. 

Vice-chairman.—Dr. C. A. Lillicrap. 

Secretary and Treasurer.—Dr. C. E. Friskney 


MERSEYSIDE BRrRancH 

The annual general meeting was held on June 12 on the 
—?_— of Messrs. Pilkington Bros., Ltd., at St. Helens. Sixty- 
ive members were present. The following officers were elected 

President.—-Dr. L. Crawford 

President-elect.—-Dr. E. A. K. Hoppins. 

Secretary and Treasurer-—Dr. V. Cotton Cornwall. 

Assistant Secretary.—Dr. H. C. W. Baker. 

Members were entertained to lunch by Messrs. Pilkington Bros 
and toured the glass works in the afternoon. 


NorrH-£ast SuPPOLK Division 


At the annual meeting held on May 26 the following officers 
were clected: 

Chairman.—Dr. E. S. Nicholson. 

Vice-chairman.—Dr. J. D. J. Boswell. 

Honorary Secretary and Treasurer.—Dr. N. B. Eastwood 


NortH GLAMORGAN AND Brecknock Drvtsion 


At the annual general meeting held on May 17 at the Boot 
Hotel, Aberdare, the following officers were elected : 

Chairman.—Dr. A. Coleman 

Vice-chairman.—Dr. J. W. R. Battram. 

Secretary and Treasurer-—Dr. F. J. Doherty. 

Assistant Secretary—Dr. Gwyn Morgan. 


NorrHern IRELAND BRrANcH 


At the annual meeting held on May 16, 1957, at the Royal 
Victoria Hospital, Belfast, the following officers were elected for 
957-8 : 


President.—Mr. G. G. Lyttle. 
President-elect-—Mr. W. Braidwood 
Vice-president.—Dr. W. G. Swann. 

Honorary Secretary.—Dr. D. L. W. Chapman. 
Honorary Treasurer.—Dr. H. Gray. 


Nortu-west Waves DIvision 
The following officers were elected at the annual general meet- 
ing in April: 
Chairman.—Dr. T. A. Griffiths. 
Vice-chairman.—Dr. E. H. Morris 
Honorary Secretary-—Mr. W. Macfarlane 


RicHMOND Division 


At the annual meeting on May 31 the following officers were 
elected for 1957-8: 
Chairman.—Dr. Gilchrist. 
Vice-chairman.—Dr. A. G. Manley 
Honorary Secretary and Treasurer.—Dr. L. H. Worth 
Assistant Secretary —Dr. N. M. J. Cowan 


Satissury Drviston 


The annual general meeting was held on May 23 at Salisbury 
General Infirmary. The following officers were elected : 

Chairman.—Dr. A. L. Leigh Silver 

Vice-chairman.—Dr. F. J. G. Lishman. 

Honorary Secretary.—Dr. 1. E. Jameson. 

Honorary Assistant Secretary.—Dr. J. P. Norris. 

Honorary Treasurer——Dr. P. S. Allenby. 


ScuntHorre Division 


The following officers have been elected: 
Chairman.—Dr. J. H. Foxton. 

Vice-chairman.—Dr. J. H. D. Millar 

Honorary Secretary and Treasurer—Dr. J. R. Baker. 
Assistant Honorary Secretary —Dr. G. B. Oliver. 
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SOUTH-EASTERN Counties Division 


A joint 7-9 of members of the Division and all general 
practitioners oxburgh, Berwick, and Selkirk was held at 
Peel awa on June 2. Dr. G. W. Balfour was in the chair 
Dr. E. R. C. Walker discussed the position of the dispute with the 
Government and answered questions. After discussion, mem- 
bers unanimously agreed that the B.M.A. should give evidence 
to the Royal Commission and defer decision regarding with- 
drawal from the Service until the Royal Commission had pub- 
lished its findings 
SOUTHERN BRANCH 


The 81st annual meeting was held at Southsea on June 1, 1957 
The following officers were elected for 1957-8: 

President.—Dr. F. R. Langmaid. 

Vice-presidents.—Drs. P. A. Knill Jones and G. Swift. 

President-elect —Dr. F. Caldecott. 

Honorary Secretary and Treasurer —Dr. R. H. Balfour Barrow. 

Honorary Assistant Secretary.—Dr. Ronald Gibson. 

Dr. Langmaid took as the subject for his presidential address 
‘Doctor on the Bench.”’ Subsequently the members were enter- 
tained by the Portsmouth Division, and later visited H.M.S 
Victory and the Victory Museum. 


Brancu 


The annual general meeting was held on May 26. The follow- 
ing officers were elected: 

President —Dr. G. D. Park. 

President-elect—Dr. A. P. Russell. 

Vice-president—Dr. A. §. Biggart. 

Past President-—Dr. N. L. Macleod. 

Honorary Secretary.—Dr. J. E. Morrison 


SrockTton Division 
The annual general meeting was held on May 27. The follow- 
ing officers were elected: 
Chairman.—Mr. E. H. Travers. 
Vice-chairman.—Dr. T. E. Moody. 
Honorary Secretary.—Dr. A, M. Brown. 


Surrey BrRancH 


The annual general meeting was held on June 11. The follow- 
ing officers were elected: 

President.—Dr. J. O. M. Rees 

President-elect—Dr. A. G. Manley. 

Vice-president.—Dr. R. Enoch and Dr. A. R. Bowtell. 

Honorary Secretary.—Dr. L. A, Gibbons. 


Sussex BRANCH 


At the annual general meeting held on June 26 the following 
officers were elected: 

President.—Dr. C. Gibson 

President-elect—Dr. R. Green. 

Vice-presidents—Dr. A. G. Ross and Dr. L. A. Hiscock. 

Honorary Secretary.—Dr. S. P. Hall-Smith. 

Honorary Treasurer.—Dr. §. J. Firth. 


Swansea DIvISion 


The annual meeting was held on June 6 at the Swansea 
General Hospital. Dr. 1. P. G. Howells was in the chair. The 
following officers were elected: 

Chairman.—Dr. H. William Howell. 

Vice-chairman.—Dr. T. H. Anderson. 

Senior Secretary and Treasurer.—Dr. ldwal Pugh. 

Junior Secretary.—Dr. T. Oakley Lewis. 

Charities Secretaries—Dr. J. Bowen-Jones and Dr. T. Ben 
Thomas. 

Wematey Division 

The annual general meeting was held on May 13 at the board 
room, Wembley Hospital. Dr. M. Latner took the chair and 
17 members were present. The following officers were elected : 

Chairman.—Dr. M. Latner. 

Vice-chairman.—Dr. P. H. Addison. 

Honorary Secretary—Dr. M. E. Arnold 

Honorary Treasurer.—Dr. D. C. Barker. 

Prior to the meeting an American film, “ The Medical Wit- 
ness," was shown. 


West HertrorpsHire Diviston 


At the annual general meeting held on May 22 the following 
officers were re-elected : 

Chairman.—-Dr. G. M. Greig. 

Vice-chairman.—Dr. Margaret E. Edmunds. 

Immediate Past Chairman.—Dr. R. Fisher. 

Honorary Secretary and Treasurer.—Dr. D. G. Wilson. 


West Norroik Division 
The annual general meeting was held on June 6. The follow- 
ing officers were elected: a 
Chairman.—Dr. C. G. Bree 
Vice-chairman.—Dr. Gwendolen M. nessy. 
Honorary Secretary and Treasurer.—Dr. . F. Hewlett. 
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THE pH PROBLEM 


To plant or patient, a low pH can be quite a 


problem. It may limit distribution of a species such 


as the Clustered Bellflower: it may affect the 
well-being of the ulcer patient to such 

an extent that he is forced to limit his activities. 
But control of internal environment is simply 
achieved by the patient on Aludrox treatment. The 
PH of the stomach contents is stabilized 


at a level at which both digestion and mucosal repair 


may proceed unhindered. And the patient, freed 
from discomfort and restrictions in diet, is allowed 


to continue with a more normal life. 


LUDROX: 
A (Aluminium Hydroride Gel) 


CONTROLS HYPERACIDITY 


PACKS: 
| 5.6°;, colloidal suspension in bottles of 6, 12 and 80 oz. 
] 13 grain tablets in boxes of 60 & dispensing pack of 500. 


*Registered trade mark 


Wyeth JOHN WYETH AND BROTHER LIMITED, CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.1 
Aj 


q 
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is DaCK— 


and better than ever ° 
NOW WITH A NEW ELASTIC YARN PERMALAST 
THE EFFICIENT COTTON ELASTIC BANDAGE IS 
AVAILABLE TO YOU AGAIN 
Supplies of Permalast—which we had to stop making through 
non-availability of Viscolax yarn—are now available again, with a 
new elastic yarn incorporated which makes Permalast even 
better than it was before. So once more you can order Permalast 
—prescribable under NHS regulations—with every confidence 
that it will give the same dependable results as ever. 
Unrestricted supplies now availabie. 


STAYS WHERE IT's PUT WASHABLE 
PROVIDES EFFECTIVE SUPPORT & LASTING 
SMOOTH EVEN TENSIONING LONG LIFE 

SKIN CAN BREATHE ECONOMICAL 


WwiDTHS 4 «6 (NHS) 
PRESCRIBABLE ON €E.C.i0 
Also in 8" and 11" widths for private prescriptions only 


= 


REGD. 
permanently elastic—lasts longer 


DALMAS LTD., JUNIOR ST., LEICESTER 


FINANCE 


for the acquisition by 


PAYMENTS OUT-OF-INCOME 


standard rate). 
SURGERY AND OTHER FURNITURE, SURGICAL ? 
INSTRUMENTS, MEDICAL TEXT BOOKS, X-RAY 
APPARATUS, MOTOR CARS 


The above list is illustrative only. Under its equipment 
Purchase Plan, the company is prepared to assist doctors to 
acquire ANY article and spread the cost over a period. 


BRITISH MEDICAL FINANCE LTD. 


Tavistock House South, Tavistock Square, London, W.C.! 


Will YOU take more interest! 
TAX FREE 


equal to over 7!" gross 
(where tax is paid at the full 


All transactions commence 
and remain strictly 
private and confidential 


© No depreciation of 
fluctuation of Capital 


* Incerest commences from 


date of Investment * Fully profic sharing oe 
* ABSOLUTE SECURITY 


Your money is sofe, Your interest is more! = . 


Write for free brochure “Safe Investments” Ocpt 17 


LIOWN society 


CHISLEHURST - KENT Telephone Imperial 2233 (10 lines) 


THE SUSTAINED SOOTHING ACTION OF 


RESINOL 


OINTMENT 
quickly allays irritation in Infantile Eczema, and in 
| the treatment of many other conditions where the 
physician requires a simple, bland resorcinol 
preparation. Safe and economical in use, it does not 
interfere when other forms of therapy are indicated. 


Formula: 
Resorcinol 2.08 Oil of Cade 0.89 
Bismuth Subnitrate 4.17 
n cartons Zinc Oxide 4.17 oric Acid 
, Starch 9.52 Ointment Base ad 100.0 


In single tubes 2 for 3/4 
wero) 1/10an SSfor8/4 


In jars containing 3} ozs. or It ozs. 
Supplies are readily available in all areas. 
Full Particulars of Resinol Ointment and Scap from J. M. CURRY, Agent for 
THE RESINOL CO., 12 FITZROY ST., LONDON, W.I. 


dim 
| 
| 
| 
| 
» 4 
| 
= 
at a popular price 
ay 
cella 
CROWNS 
| 
| 
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‘Im actually enjoying this soft diet. doctor!” 


Few patients like the idea of a soft 
diet. But you’ll find they do cheer up 
and take an interest when you tell them 
about Heinz Strained Foods. 


These ready-to-serve, appetizing 
foods contain no spices or strong- 
flavoured seasonings. They are just 
freshly gathered fruits and vegetables, 
and choice meats, cooked to retain 
the maximum flavour and nutritional 
values. In fact the scientific care that 
goes into them makes them better than 
most home-prepared diets. The exact 
nutritional values of each variety of 
Heinz Strained Foods are set out in a 
special booklet. Please write for a free 
copy. 

Here are 19 varieties from which 
Soft Diets can be planned : 


Beef Broth with Beef and Barley 
Beef and Liver Soup 
Bone and Vegetable Broth 
Chicken Broth with 

Vegetables and Cereal 
Tomato Soup - Vegetable Soup 
Beetroot - Carrots - Green Beans 
Peas - Creamed Spinach - Apples 
Apple, Prune and Custard 
Egg Custard with Rice 
Plums with Sernolina 
Prunes with Cereal 
Creamed Cereal 


A REALLY INVITING SOFT DIET MENU! Apricots with Rice 

E yached in Heinz Strained Tomato Soup to . 

with. And for the Chocolate Pudding 

Strained Apricots set into a mould wit gelatine. For hospital use, Heinz Strained Foods 

to make the most finicky patient’s mouth ese fromn the usu suppliers, 
or direct from H. J. Heinz Company 

Ltd., Harlesden, London N.W.10. 


“HEINZ 
Strained Foods 


make a soft diet interesting 


A\ 
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APPOINTMENTS 
Applicants should state name, address, age, nationality, qualifications, and enclose 
(unless otherwise specified) one copy each of 3 recentyxtestimonials with short 
statement of experience and appointments held. 
Applications should be sent at once if no closing date is given. 
Canvassing in any form will disqualify. 


WISERVICE MEMBERS may have difficulty in supplying recem 
testimonials, but this should not deter them from applying 


A fully registered medical practitioner who 1s liable for Nationa! Service must obtain defermen' 
of recruitment in writing from the Central Medica! Recruitment Commitice or (in Scotland) 
the Scottish Central Medical Recruitment Committee before accepting any civilian appointment 

The position of provisionally registered medical practitioners who are liable for National 
Service has been made clear in a notice sent to them by the Ministry of Labour and Nationa! 
Service 


SALARY SCALES OF JUNIOR GRADES OF HOSPITAL MEDICAL STAFF 
Registrar Grades, Whole-time 

(a) REGISTRAR: Posts obtained normally @ot less than two years after registration as a 
medical practitioner and held normally for two years: £935 per annum in the first year; £1,061 10s 
per annum in the second and any subsequent years. If the post is resident a deduction of £170 
per annum is made 

(6) SENIOR REGISTRAR © Posts obtained normally not less than four years after registration 
as a medical practitioner and held normally for four years; £1,210 per annum in the first year; 
£1,320 per annum in the second year; £1,430 per annum ir the third year; £1,540 per annum 
If the post is resident a deduces « of £200 per annum is made 


Other Grades, Whole-time 


in any subsequent years 


(a) HOUSE OFFICERS 
(1) Provisionally registered medical practitioners: £467 10s. per annum for the first post 
held; £522 10s. per annum for the second and all subsequent posts held; 
provided that the employing authority (subject in the case of a Hespital Management Committee 
to the consent of the Regiona! Hospital Board) shall have discretion to determine that the remun- 
eration of any officer holding his first post in the National Health Service as a House Officer 
shall be £522 10s. per annum if they are satisfied that the officer has held at least one hospital post 


10, 1957 


CLASSIFICATION 
and order of appearance 
Practices 
Partnerships 
Assistantships 


Trainee General Practitioners 


Situations (Medical) 


APPOINTMENTS 
tachuding pre-registration 
under appropri: ialty as follow : 
Anaesthetics Ophthalmology 
Casualty Orthopaedics 


Chest and Tb. 


Paediatrics 


Dermatology Pathology 
ENT 


N.T. Physical Medicine 
Geriatrics Plastic Surgery 
Infectious Diseases Psychiatry 
Medicine Radiology 


Neurology 


Radiotherapy 


Neurosurgery 
Obstetrics and Surgery 
Gynaecology Thoracic Surgery 
in the follow 


outside, of not less than six months’ duration, involving clinical responsibilities equivalent to 
those of house posts in the National Health Service and supervised by appropriate specialist staff — a. 3 + Seater 
(ii) Fully registered medical pra joners £577 10s. per annum for any post held; registra 
provided that in exceptional circumstances, subject to the consent of the Minister, this rate may cis 
be exceeded by up to £50 per annum where a post cannot be filled otherwise _ +, 
In each case under sub-sections (i) and (ii) above, a deduction of £125 per annum in respect Public Health Situations (Non-med.) : 
of board and lodging and other services provided shal! be made and each post shal! be tenable Ind rial Pharmacists. etc { 
for six months ust “4 
(b) SENIOR HOUSE OFFICER: Posts obtained normally not less than one year after Republic of Ireland Receptionists. etc. 3 : 
registration as a medical practiiioner and normally held for one year only: £819 10s. per annum. | Oversea Consulting Rooms, etc. ; 
If the post is resident a deduction of £150 per annum is made | “he ° Hotels | 
(co) JUNIOR HOSPITAL MEDICAL OFFICER. Officers who have held house appoint- | University and Nursing Homes ; 
ments but who are not Registrars and who have less responsibility than other hospital officers | Research for Sal 
of non-consultant status: £852 10s. (for an officer appointed not less than one year after full Noti or Sale 
registration as a medical practitioner) by £55 to £1,182 10s. per annum. If the post is resident otices Miscellaneous 
a deduction of £170 per annum is made Educational and Homes | 
ALL NATIONAL HEALTH SERVICE HOSPITAL APPOINTMENTS ARE Lectures Agents 
IN ACCORDANCE WITH THE TERMS AND CONDITIONS OF SERVICE Rates are chown om the luside Gack Cover 
OF HOSPITAL MEDICAL STAFF 
Any advertisements appearing in this issue fer posts in the hospital service which advertised in the Journal can be sent by AIR 
quote the rates of salary which obtained before the recent percentage increases MAIL. The minimum cost is c = Som. atich | 
are published on the assumption that the employing authorities will make the ee ae —————— : 
necessary adjustments. Please state type of vacancy and remit to the | 
(25/6/57) Advertisement Director, B.M.J 
| 
‘RCE (Beecutic WEST COUNTRY TOWN, PARTNERSHIP. Nit 
PRACTICES (Executive Councils) PRACTICES (Exchange) over £3,000. Capital necessary house purchase and 
For vacancies (except those tn Se ad) share surgery.— Bc 
Form E.C.16A, obtainable from the Executive | \EFORDSHIRE TOWN. | SINGLE-HANDED, 
Councll, Mark envelope “ Vacancy.” hold b per ree 
Ouse equires minimum, market town, 
ee rural or semi-rura anywhere except Yorks and PARTNERSHIPS (Wanted) 
CHELMSFORD, Essex Lan prefer Scotland or SW. Eneland For 
cs prete cO o ‘ 
. details apply Medical Practices Advisory Bureau _ : 
Applications invited for retirement vacancy BM.A. House. Tavistock LOGIST (MRCOG). retiring from overseas 
(urban, intermediate area) List at present approxi- ouse, Sviseee Square appointment, secks Partnership orf Assistantship 
mately 2,100. Residential and surgery accommoda with view as obstetrical /gynaccological member of 
be available by purchase Apply. on team in N.HLS. or private practice. London or 
orm E.C.16A. by first post on August 24, 1957 Home Countic eferably Herts. —Box PA.2621 
to the undersiencd E Beradahi, Clerk of the PRACTICES (Wanted) BMJ 
Council, Essex Executive Council, 1131/3, Fille 
brook Road eytonstone (4679 
. 40) | PARTNERSHIP REQUIRED, HOME COUNTIES, 
ORRIS. Machynlleth, Nort eventual succession Strict confidence Ampic ACAN 
capital house purchase.—Box PR 2620. B.MJ ASSISTANTSHIPS VACANT 
Applications invited for vacancy (rural). List at Box A.2451 thanks all applicants. The post ts ; 
present approximately 944 Knowledge of Welsh 5.0.8. WILL ANY ENGLISH DOCTOR OFFER now filled 
desirable. Apply on form E.C.16A, before August any opportunity for experienced practitioner (Lon- Wanted, Assistant, early Autumn, male or fema'e, 
19, 1957. (The retiring practitioner was in receipt don trained) to escape imprisonment in a dreary to two-principal partnership in Midland urban 
of an Inducement Payment.) Particulars regarding West Riding industrial practice in which he, and rutal practice. Possible view to suitable applicant 
remuneration, housing and district may be had on his wife, have served almost a life sentence ?’— after period of trial Car essential Flat to rent 
application from the Clerk.—-D. G. Roberts (Clerk) Box PR.2605, B.MJ Salary by arrangement.—Box A.2622, BMJ 
. Merioneth Executive Council, Beechwood House Wanted, Assistant for industrial practice. Pro- 
Dolgeliey (4629) testant. British by birth Unfurnished house 
EASTRY, Sendwich, Kent Salary £1,000 per annum plus £100 car allowance 
wich, Ae PARTN —Box A.2613, 
- RTNERSHIPS (Offered) Assistant (married) wanted October 1, Wolver- 
3 Applications invited for vacancy (rural). List at hampton areca, car essential. Two partners. Salary 
Present approximately 890. including approximately PARTNER RFOUIRED JULY, 1958, IN £1,000, including car allowance Accommodation 
280 dispensing patients Residence and surgery Cornish town and country three-man practice provided View if suitable Box A.2529. BMJ 
available Apply. on E.C.16A, before August 24 Receipts £6,500. House with garden and garage Assistant wanted immediately, mixed practice. 
195 to undersigned.-F. E. Miles, Clerk, Kent available Wanted, keen G.P., experienced mid- Furnished rem free flat. £1,000 salary, inclusive 
and Canterbury Executive Council, 11, Station wifery, who prefers smallish list —Box PA 2611 car allowance.—Apply Dr. C. F. Petty, 56, Palace 
Road, Maidstone (4526) BMJ. Road, Liandaff. 
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Assistantships Vacant—contd. 


Assistant, with or without view, required to 
start duties on or after September 1, not later than 
September 10 Married preferred. Car owner 
To live in a modern partly furnished four-bedroom 
house with garden and garage Residential area 
of the city Salary £1,000 per annum, free resi- 
dence, and £2 10s. per week domestic aliowance.— 
Box A.2633, BMJ 

Available, Assistant with view. Married man. 
Near London Free accommodation provided.— 
Box A.2614. 

Male Assistant required in delightful Midland 
residential town. No view at present. Salary 
£1,000 plus £150 car allowance.—Box A.2612, 
BMJ 

Part-time Assistant required, West London area. 
Single accommodation available Car essential 
Suit postgraduate.—-Box A 2602, B.MJ 

Part-time Assistant wanted October 1. North 
London practice —Box A.2601, B.MJ 

Required, Assistant G.P.. near Newport, Mon- 
mouthshire, mid-September onwards. Prospects for 
suitable man.—Box A.2624, B.MJ 

Rural, mid-Staffordshire, Young married Assistant. 
Own car Experience not essential No view 
Furnished house Ample icisure, but must be 
keen. —Box A.2509. BMJ 


Locum wanted, male, single, own car essential. 
From September 9 to 28. Assist remaining partner 
~Dr. Jarratt, 104, Cardigan Road, Bridlington. 

Locum wanted, North Wales, from August 26 
to September 21 inclusive. —Box L.2514, B.MJ 

Locum with car required, sole charge, Croydon, 
September 16 w 30.——Box L.2630, B.M.J. 

Near Chester, Locum, male or female, Septem- 
ber 9 to 29 inclusive. Car supplied. Live in. 
Secretary kept Salary by arrangement.—Box 
L.2608 BMJ 

Residing in N. London, August 26 to September 
15 inclusive.—Box L.2629, BMJ 


Banbury, Horton General Hospital (163 beds) 
Casualty Officer 
required from September @ to 3). Salary accord- 
ing tO expericnce up to Junior H.M.O. grade 
Applications to the Secretary. (4173) 


21 


Hastings and St. Leonards am Sea, 
Buchanan Hospital (94 beds) 


Locum Senior House Officer (Urology) 
required from August 15, 1957, on a weck to week 
basis. Salary £15 19s. a weck. less board. Appli- 
cations should give names of two referces, and 
should be addressed to the Administrator, Buchanan 
Hospital, St. Leonards-on-Sea (4481) 


Leeds Regional Hospital Board 


Whote-time Locum Tenens Assistant Anaesthetist 
(S.H.M.O. scale) 
Hull (A) Group of Hospitals. (initial period of 
three months.) Applications, stating age, qualifi- 
cations and details of appointments heid (showing 
dates), together with the names and addresses of 
three referees, to the Secretary, Park Parade. 
Harrogate, as soon as possible (4174) 


Bareet General Hospital, Welthouse Lave, Barnet, 
Herts (461 beds) 


Lecum Tenens Orthopaedic Surgeoe 
(S.H.M.O, Grade) 
required September 9 to 30 Apply. with full 
details, to Hospital Secretary. (Barnet 7421.) 
(4062) 


ASSISTANTS AVAILABLE 


Wanted, Assistantship by woman M.B.. Ch.B. 
(Birmingham), D.R.C_.0.G., 27, single, H.S., H-P., 
and traince experience, own car. keen, conscicn- 
tious Preferably where unfurnished accommoda- 
tion available for self and widowed mother. Free 
December Box A.2607, 

Belfast graduate, 28. married, years present 
GP with obstetrics HS paediatrics, 
requires Axsistantship, view preferred Car.— Box 
4.2610, BMJ 

Cambridge and Bart's M.B.. English, Protestant, 
31. married, two children, car, H.S.. HP... SHO 
obstetrics. completing traineeship October, secks 
North England Assistantship with view partnership 

Heves, Southfie'd. Litticthorpe. Ripon, Yorks 

Experienced doctor, own car, requires evening 
surgeries. week-ends. London, for two months.- 
Box A.2625, B.MJ 

Experienced lady doctor, age 35 years, requires 
Assistantship. Available late September. Own car 

Box A.2603, BMJ 

M B.. B.Ch., B.A.0., 1950, 30, married. car, H.P., 
H.S.. obstetrics, paediatrics, orthopacdics. psychi- 
atry medical registrar, three years’ G.P.. secks 
Assistantship with view Excellent references 
Box A.2606, B.MJ 

Postgraduate, family, two children, aged 7 and 
li years, willing to do part-time work, London 
area or near Furnished accommodation required 

Box A.2626,. B.MJ 


REPLIES TO BOX NUMBER 
ADVERTISEMENTS 
The names and addresses of ad- 
vertisers using box numbers are 
held by us in strict confidence and 
cannot be disclosed Applications 
| should be separately enclosed and 
| clearly addressed 
British Medical Journal, 
BM.A_ House, 
Tavistock Square, W.C.1 
All communications are  for- 
warded to advertisers under plain 
cover 
It is not possible for this office 
to accept telephone messages for 
relay to advertisers. 


Canadian Red Cross Memorial Hospital, Taplow, 
Maidenhead 


Maachester Regional Hospital Board 


Applications are invited for the post of 
Locum Consultant Surgeon 
(eight notional half-days per week) with the Stock 
port and Buxton H.M.C. The main duties will 
be at Stockport Infirmary and Stepping Hill Hos- 
pital. Salary according to individual status. Appli- 
cations, stating age, qualifications and details of 
appointments held, together with the names of two 
referees, to the Secretary, Stockport and Buxton 


H.M.C.. 59B, Shaw Heath, Stockport (4545) 
Moorgate General Hospital, Rotherham 
(342 beds, 38 cots) 


Locum Senior House Officer (Surgery) 
Residential! emoluments £150 per annum. Appli 
cations to the Secretary, Hospital Management 
Committee “Fern Bank Doncaster Road, 
Rotherham (4129) 


Princess Beatrice Earts Court, London, 
5. 


Locum Tenens Obstetric House Surgeon 
S.H.O. grade, required August 26 for two wecks 
Apply to the House Governor (4579) 


Redhill County Hospital, Earlswood Common, 
Redhitt 


Locum Tenens Senior Casualty Officer 
(£34 14s. 6d. per weck) required. whole-time, four 
weeks from September 1. preferably with expericnce 
in orthopacdics Apply Group Secretary. Redhill 
HMC. “Eariswood Mount.” Pendicton Road, 
Redhill, Surrey (4648) 


Locum Obstetric oné Gynaecological 
required, August 26 to September 8. Applications 
with copies of two recent testimonials, to Secretary 

(4478) 


TRAINEE GENERAL 
PRACTITIONERS (Vacant) 


Wanted, British male Traince in South Coast 
town. with car, on October 7. Usual salary and car 
allowance Furnished flat available Industrial 
experience.—Box T2627, B.MJ 

Wanted, Trainee, male, live out. North 
small town and rural practice Partnership of 
three Box T.2523, B.MJ 

Trainee Practitioner required for rural practice in 
Southern Engiand. Three partners. Car casential 
Live out. Payment on N_HLS. scale —Box T.2615, 


Trainee required October 1. Male. Outdoor. 
Car owner Pleasant country practice Hospital 
facilities available Salary by arrangement.—Dr 
Campbell, Lochmaben. Dumfriesshire 

Trainee required, pleasant practice. Three part- 
ners. Single man preferred —Dr. Gray, 34, Wood- 
side Road, Woodford Green. BUCkhurst 5516 


LOCUMS (Vacant) 


Wanted, Locum. Male or female. Preferably 
car owner. S.E. coast. Secretary August 29 to 
September 14.—Box L 2635, B.M.J. 

Wanted, Locum, own car, male or female, 
August 30 three or four weeks.—Dr. Armstrong 
Davies, Gronant Road, Prestatyn 

Wanted, Locum, August 15 to August 24 and 
September 26 10 October 27.—-Drs. Campbell, Ross 
and Hyde, Salter Street, Stafford 

Wanted, Locum, North . for three weeks 
commencing September 23. Usual terms.—Apply 
Box L.2616. BMJ 

Locum required, male, from August 22 to Sep- 
tember 12. Live in or out. No midwifery. S.W 
London.—Box L.2628, B.M.J 

Locum required for single-handed country - 
tice, now for four weeks. Car essential —F. H. W 
Johnson, Bawtry 210 

Locum required from August 24 for three to 
four wecks, with or without car.—Apply Johnson, 
Langhoime, Wigan Lane, Wigan 

Locum wanted September 3 (approx.) fer two 
weeks. Good opportunity family seaside holiday, 
Suffolk coast. Rural compact practice. Terms by 
arrangement.—-Box L.2617, B.M.J. 


Chelmsford and Essex Hospital 
Locum Tenens Registrar in Surgery 
required to work for period August 17 to 31. Pre- 
ference will be given to applicants holding F.R.C.S 
Applications to the Secretary, Chelmsford Hospital! 
Management Committee. London Road, Che!ms- 
ford (4128) 


Connaught Hospital, Walthamstow, E.17 


Locum Resident Anaesthetist (Senior House Officer) 
required from August 1S to September 2. Salary 
£15 19s. per week Apply Secretary, Forest Group 
H.M.C., Langthorne Road, E.11 (4480) 


Eastbourne Hospital Management Committee 


Locum Anaesthetic Registrar 
required now for several weeks. Salary £19 Ss. per 
weck Resident or non-resident Apply Group 
Secretary, 29, Bedfordwell Road, Eastbourne 
(4647) 
Gateshead and District Hospital Management 
Committee 


Bensham General Hospital, Gateshead, 8 
The following vacancy exists at the above 
hospital 


House Surgeon (Locum) 
Post available now until January 5, 1958. Single 
residential accommodation available. Applications 
should be addressed direct to the Medical Superin- 
tendent of the above hospital (4547) 


General Hospital, Rochford, Essex (620 beds) 


Locum Registrar 
required in the Geriatric Department at the above 
hospital for the period August 2 to September 17, 
1957, approximately Applications to the under- 
signed as soon as possible.—J. C. Ficid, Secretary 
(4270) 


General Hopital, Rochford, Essex (620 beds) 


Locum Sealer House Officer 
required in the Geriatric Department at the above 
hospital for the period August 10 to 27, 1957 
Applications to the undersigned as soon as possible 
-J. C. Field, Secretary, (4271) 


St. Mary's Hospital, W.2 
Locum Resident Anaesthetist (Senior House Officer) 
required for the period September 9 to October 13. 
Applications, giving full details, should be sent 
immediately to Alan Powditch, House Governor 
(4626) 


Sheffield Regional Hospital Board 


Locum for Consultant Anaesthetist 
required September 15 to October 6, for the Gran- 
tham and Kesteven General Hospital Salary 
according to status. Apply to Secretary, Shefficid 
Regional Hospital Board, Old Fulwood Road, 
Shefficld, naming two referees (4456) 


Sheffield Regional Hospital Board 


Locum for Consultant General Surgeon (Maximum 
part-time) 

required immediately for Leicester Genera! Hos- 

pital. Apply to Secretary, Sheffield Regional Hos- 

pital Board, Old Fulwood Road, Sheffield, naming 

two referees, (4482) 


Sheffield Regional Hospital 

Locum Resident Registrar 

(Ob tetrics and Gynaecology) 
required immediately at the Moorgate General Hos- 
pital, Rotherham, until August 31, Remuneration 
£19 Ss. per week Apply to Secretary. Shefficid 
Regional Hospital Board, Old Fulwood Road, 
Shefficid, naming two referees (4483) 


South Cheshire Hospital Management Committee 


Crewe and District Memorial Hospital 
(108 beds acute, and cor continuation 32 beds) 


locum Sergical Registrar 
required immediately for three weeks’ holiday duty 
Salary and conditions in accordance with Whiticy 
Council scale Applications, stating age, qualifica- 
tions. ctc., with names of two referees, to be sent 
as soon as possible to the Group Secretary, Barony 
Hospital, Nantwich, Cheshire (4665) 


Willesden General Hospital, Harlesden Road, 
Loadon, N.W.10 


Locum Anaesthetic Registrar 
wanted. Apply Hospital Secretary. (4572) 


Locums (Vacant)—contd. 


South-Western Regional Hospital Board 
North Gloucestershire Clinical Area 


Applications are invited for the appointment of a 
Locum Tenens Consultant or 5.H.M.0. ia 


Anaesthetics 
t undertake wh time dutics mainly at the 
Gloucestershire Royal Hospital, Gloucester, during 
the month of September Applications, stating age 
qualifications experience together with the 
mames and addresses of two referees, should be 
sem ¢t the Secretary of the Regional Hospital 


Board. 27. Tyndalis Park Road, Bristol, 8 (4585) 


South-West Middlesex Hospital Management 
Committee 


Perivale Maternity Hospital, Greenford 


Locum Howse Officer 
required September 9 to November 14 Post 
recognized for Membership and Diploma in Obstet- 
rs Persons secking sccond pre-registration post 


under Medical Act, 1950. may apply Applications 
to Hospital Secretary King Edward Memorial 
Hospital, Ealing, W.13, by August 19 (4571) 


Watford Chest Clinic, Peace Memorial Hospital, 


atford 


Locum Registrar 
required immediately for work at the above Chest 
Clinic and beds (tuberculosis and chest medicine) 


at associated § hospitals Experience of refills 
essential Car is desirable and allowances are 
paid Apply immediately Physician in Charac 
Telephone Watford 9266 (4345) 


LOCUMS (Available) 


Scottish M.D. available September 12. London 
or seaside preferred.—Lawder, c/o Hawes, 32, 
Fitzroy Square, W.1 Euston 4966 


SITUATIONS (Wanted) 


Ex-Principal (48). Jewish, versatile, having 
recently resigned from humdrum N.H.S. practice 
desires Partnership, any capacity. with colleaque 
of cither sex All suggestions weicomed.— Box 
§.2631, BMJ 


APPOINTMENTS 


ANAESTHETICS 
EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


SENIOR ANAESTHETIC REGISTRAR 
Norfolk and Norwich Arca. Main Hospital, Nor- 
folk and Norwich Hospital recognized for DA 
and F.F.A. Duties include anaesthetics for thoracic 
surgery Applications, stating age, experience and 
names of three referees, to the Board's Senior 
Administrative Medical Officer 117, Chesterton 
Road. Cambridge, by August 19, 1957. Candidates 
are invited to visit hospitals by direct arrangement 
with H.M.C. Secretary, Norfolk and Norwich Hos 
pital, Norwich (4484) 


MANCHESTER REGIONAL HOSPITAL BOARD 


SENIOR REGISTRAR IN ANAESTHETICS 
in the South Manchester Group of Hospitals 
mainiy at Withington Hospital. It is intended that 


the person aopointed will later transfer to the 
United Manche: ter Hospitals (Manchester Royal 
Infirmary tc.) Application form obtainable 


from the Board's Senior Administrative Medical 
Officer, Cheetwood Road. Manchester, 8, should 
be returned by August 26, 1957 (4565) 


POPLAR HOSPITAL, East India Dock Road, E.14 


ANAESTHETIC REGISTRAR (Resident) 
Recognized for D.A. and F.F.AR.CS Appoint- 
ment subject to review after one year Anplica- 
tion forms from Secretary, NE Metropolitan 
Regiona! Hospital Board, Ila, Portland Place, 
tw be returned by August 24 (4613) 


THE HOSPITAL FOR SICK CHILDREN 
Great Ormond Street, Londoa, W.C.1 

There will be a vacancy in October. 1957. for a 

SENIOR REGISTRAR IN ANAESTHETICS 
The post is fulltime and non-resident The 
successful candidate will be required to rotate with 
a Senior Anaesthetic Registrar at University Col- 
lege Hospital, spending six months at a time al 
each hospital Further particulars and forms of 
application, which must be returned not later than 
September 2. 1957, may be obtained from the 
undersigned.-H. F. Rutherford, House Governor 
and Secretary. (4558) 


BRITISH MEDICAL JOURNAL 


THE ROYAL FREE HOSPITA! GROUP 


SENIOR REGISTRAR, Anaesthetic Department 

Applications are invited for the post of Senior 
Registrar to the Anaesthetic Department, recog 
nized within Senior Registrar Establishment, duties 
to commence October |, and the post is for one 


year in the first instance Salary in accordance 
with the scale laid down by the Ministry of Health 
for Senior Registrars Applications, together with 


the names of three referees, should be sent to the 
Secretary to the Board of Governors, Royal Free 
Hospital, Gray's Inn Road, W.C.1, not later than 
August 31, 1957 (4625) 


BURY AND ROSSENDALE HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited for the post of 
JUNIOR HOSPITAL MEDICAL OFFICER 
IN ANAESTHETICS 
to the above Group of Hospitals. The post, which 
will become vacant on October !, 1957. is based at 
Bury General Hospita and is recognized for the 
DA. examination Apply, stating full details, and 
names of two referees, to H. Wilkinson, Esq 
Group Secretary Bury General Hospital Wal 
mersicy Road. Bury, Lancs (4281) 


PINDERFIELDS GENERAL HOSPITAL 
Wakefield 


Applications invited from registered medical 
practitioners for the post of 

JUNIOR HOSPITAL MEDICAL OFFICER 

IN ANAESTHETICS 

(recognized for D.A. and F.F.A.). The post offers 
wide experience, as large orthopacdic and thoracic 
units are located in the hospital in addition to 
the gencral surgical and gynaccological wards 
Appointment may be cither resident or non-resi- 
dent If resident a charee at the rate of £170 per 
annum will be made Address written applications 
stating agc, nationality, qualifications (with dates) 
experience, details of previous appointments, and 
two names and addresses for reference, to W 
Bowring, Group Secretary, Pinderfie'ds General 
Hospital, Wakeficid (4603) 


SOUTH-EAST NORTHUMBERLAND HOSPITAL 
MANAGEMENT COMMITTEE 


JUNIOR ANAESTHETIST 
Junior Hospital Medical Officer or Senior House 
Officer grade, according to experience. Post recor- 
nized under Fellowship and Diploma regulations 
Applications, with names of two referees, to Group 
Secretary, Preston Hospital, North Shields. (4441) 


BRISTOL, COSSHAM/FRENCHAY HOSPITAL 
MANAGEMENT COMMITTEE 
Applications invited for the appointmem of 
RESIDENT ANAESTHETIST 
at Frenchay Hospital (S42 staffed beds) The 
appointment will be made cither in the House 
Officer or Senior House Officer grade according to 
the successful candidate's qualifications and experi- 
ence The position offers experience in Thoracic 


Plasti Neuro- and General Suracry Vacant 
immediately The post is normalily resident, but 
applications for a non-resident post will be con- 
sidered Applications, stating age, qualifications 


and previous posts, and naming two referees. to 
be sent to the Group Secretary, Frenchay Hospital, 
Bristol, by August 16, 1957 (4262) 


CANADIAN RED CROSS MEMORIAL 
HOSPITAL, Taplow, Maidenhead 


SENIOR HOUSE OFFICER (Anaesthetics) 
required. Post, which is tenable for one year. will 


be resident Applications, with names of two 
referees, to Secretary (4485) 
DUMFRIES AND GALLOWAY ROYAL 
INFIRMARY 


SENIOR HOUSE OFFICER (Anaesthefics) 
required September 1, 1957. Department approved 
for D.A., and duties under consultant supervision 
Applications to Group Secretary, Royal Infirmary 
Dumfries (4666) 


HACKNEY HOSPITAL, London, £.9 
(General, 841 beds) 


Applications are invited for the 12 months’ 

resident appointment of 
SENIOR HOUSE OFFICER ANAESTHETIST 
The post. now vacant, is recognized for the D.A 
and the F.F.A.R.C.S. examinations and offers wide 
experience of anacsthesia, with opportunities to 
study for higher qualifications. Apply. by August 
19, Secretary, above address, quoting HH SHO /A 
(4561) 


HULL (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


SENIOR HOUSE OFFICER IN ANAESTHETICS 
(recognized for D.A. and F F.A.) required for 
duties at hospitals in the Group. Excellent experi- 
ence. Non-resident. Applications to Group Secre- 
tary, Hull Royal Iofirmary. (4180) 


Aua. 10, 1957 


ROYAL BUCKINGHAMSHIRE AND 
ASSOCIATED HOSPITALS MANAGEMENT 
COMMITTEE, Aylesbury, Bucks 


Applications are invited for the post of 

SENIOR HOUSE OFFICER (Anaesthetics; 
to the Department of Anacsthetics for the Ayiles 
bury Group of hospitals Recognized for DA 
and FF.A RCS Salary £819 10s. per annum 
ess £150 if resident Applications, giving ful| de 
tails of experience, and two names for reference 
to the Secretary to the Management Committec, 9 
Bicester Road, Aylesbury (4486) 


ST. LUKE'S HOSPITAL, Bradford 


SENIOR HOUSE OFFICER (Anaesthetics) 
required Vacant September 15, 1957 Oppor- 
tunities for plastic and intra-thoracic expericnce 
and recognized for D.A, and F.F.A Applications 
stating age. nationality, qualifications and experi- 
ence, with copy testimonials, to the Secretary 
Bradford Royal Infirmary (4544) 


WANSTEAD HOSPITAL, Hermon Hil, 
(191 beds) 


Applications are invited for the post of 

RESIDENT ANAESTHETIST 

(graded Senior House Officer) 
Vacant September 12, 1957. Salary £819 10s. per 
annum, less ¢150 per annum for board lodging 
etc Recognized for the F.F.A. and D.A Appl 
cations, stating age. qualifications and cxpericn.c 
together with copies of two recent testimonials 
to be sent immediately to Secretary, Forest Group 
HM.C.. Langthorne Road, E.11 (4181) 


CASUALTY 


HARROGATE AND DISTRICT GENERAL 
HOSPITAL, Harrogate, Yorkshire (253 beds) 


JUNTOR HOSPITAL MEDICAL OFFICER 
in Casualty and Orthopaedic Surgery. House avai 
able on reasonable rental for married person in 
the near vicinity of the hospital. Resident quarters 
available in the hospital for single person Appl: 
cations, with the names of two referees, should 
be addressed to the Hospital Secretary as soon as 
possible (45%) 


TYNEMOUTH VICTORIA JUBILEE 
INFIRMARY, North Shields 


RESIDENT JUNIOR CASUALTY OFFICER 
for whole-time duty in Casualty Department, which 
is under the direction of a Senior Casualty Officer. 
J.H.M.O. or S.H.O. grade according to experience 
Post recognized under R.C.S. regulations Appli- 
cations, with names of two referees, to Group 
Secretary, Preston Hospital, North Shicids (444?) 


BARNSTAPLE, NORTH DEVON INFIRMARY 
(105 beds) 


SENIOR HOUSE OFFICER 
required, whose duties will be mainiy casualty 
Post tenable for one year. Smali furnished flat 
available. Applications to Group Secretary, North 
Devon H.M.C., 19, Alexandra Road, Barnstapie 
(4077) 


BLACKPOOL AND FYLDE HOSPITAL 
MANAGEMENT COMMITTEE 


Victoria Hospital, Blackpool (354 beds) 


SENIOR HOUSE OFFICER 

required for Casualty and Traumatic Surgery 
Recognized for F.R.C.S. and offering wide varicty 
of experience. Post vacant from October 1, 1957 
Applications, stating age, qualifications and expcri- 
ence, and giving the names and addresses of two 
referees, should be sent to the Group Secretary 

(4443) 


CARDIFF HOSPITAL MANAGEMENT 
COMMITTEE 
SENIOR HOUSE OFFICER 
required for Accident Unit at St. David's Hospital 
Form of application from Group Secretary, 44. 


Cathedral Road, Cardiff (4457) 
CONNAUGHT HOSPITAL. Walthamstow, E.17 


(123 beds) 


Applications are invited for the post of 

SECOND CASUALTY OFFICER 
with duties in the department of orthopacdic and 
traumatic surgery (Senior House Officer grade) 
Recognized for F.R.CS Salary £819 10s. per 
annum, less £150 per annum for board, lodging 
etc. Applications, with full details and copies of 
two recent testimonials, to be sent immediately to 
Secretary, Forest Group H.M C., Langthorne Road, 
E.11. (4182) 


— J | 


10, 1957 


Casualty—contd. 
EDGWARE GENERAL HOSPITAL (702 beds) 
Edgware, Middlesex 


RESIDENT SENIOR CASUALTY HOUSE 
OFFICER 


required. Post vacant August 16, 1957, and recoe- 
nized for F.R.C.S. purposes Apply, stating age 
nationality, qualifications and experience, together 
with the names and addresses of two referees, to 
Group Secretary, Edgware General Hospital, by 
August 17, 1957 (4347) 


GATESHEAD AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Queen Elizabeth Hospital, Gateshead, 9 


A vacancy exists at the above hospital for a 
SENIOR HOUSE OFFICER, CASUALTY 
Married accommodation may be available to suit- 
able applicants Applications should be addressed 
direct to the Medical Superintendent of the above 
hospital. —H. Clark, Group Secretary. (4548) 


GRIMSBY GENERAL HOSPITAL 


Applications are invited for 
CASUALTY OFFICER (S.H.0. grade) 
with some E.N.T. duties. Post vacant mid-Sep- 
tember Up-to-date medical library and reading 
facilities available. Applications, with names and 
addresses of two referees, to Hospital Secretary 
(4152) 


KENT AND SUSSEX HOSPITAL 
Tunbridge we (303 beds) 


Applications invited for ¥ post of 
SENIOR HOUSE OFFICER (Casualty) 
(male or female). Recognized F.R.C.S. Vacant 
August S$, 1957. Apply immediately, giving age, 
qualifications, experience, with names of two 
referees, to Group Secretary. Sherwood Park 
Pembury Road, Tunbridge Wells (4593) 


MERTHYR AND ABERDARE HOSPITAL 
MANAGEMENT COMMITTEE 


St. Tydfil’s Hospital, Merthyr Tydfil (375 beds) 


Applications are invited 1 for the following post : 
RESIDENT SENIOR HOUSE OFFICER 
(Casualty) 

Apply immediately, with full particulars and copies 
of two recent testimonials, to Group Secretary, St 
Tydfil’s Hospital, Merthyr Tydfil (3488) 


MONTAGU HOSPITAL, Mexborough, and Annexe 
(198 beds) 


SENIOR HOUSE OFFICER (Casualty and E.N.T.} 
£150 per annum residential emoluments Recor- 
nized fer training for F.R.C.S Apolications to 
Secretary to the Committee, “ Fern Bank,” Don- 
caster Road. Rotherham (4488) 


NEWCASTLE GENERAL HOSPITAL (838 beds) 


Newcastle upon Tyne Hospital Management 
Committee 


SENIOR HOUSE OFFICER 
Accident and Admission Department 
Post vacant August 31, 1957 Recognized for 
FRCS Applications, with names and addresses 
of two referees, should be forwarded to the Sec- 


retary, Newcastle General Hospital, Westgate 
Road, Newcastle upon Tyne, 4, as soon as po-sibic 
(4559) 


OLDHAM ROVAL 
Recognized for F.R.C 


Applications are invited for the appointment of 
SENIOR SURGICAL HOUSE OFFICER 
with duties predominantly in the Casualty Denart- 
ment, vacant immediately Applications, together 
with copies of two recent testimonials, should be 
forwarded to the Group Secretary, Oldham and 
District Hospital Management Committee, Centra! 
Offices, Rochdale Road, Oldham (4371) 


PONTEFRACT AND CASTLEFORD HOSPITAL 
MANAGE ME NT COMMITTEE 


‘and District Ho pital 


RESIDENT CASUALTY — 
(Senior House Officer Grade 
required, Furnished house available mee vacant 
early September Applications to the Secretary 
Great Northern House, Salter Row, Pontefract, as 
soon as possible. (4489) 


ROYAL LANCASTER INFIRMARY (240 beds) 


Castleford, N 


SENIOR HOUSE OFFICER (Casualty) 

The successful applicant will work with the 
specialist orthopaedic unit. The post is recognized 
for F.R.C.S Applications, with names of two 
referees, to be addressed to the Group Secretary, 
Royal Lancaster Infirmary, Lancaster. 4667) 


BRITISH MEDICAL JOURNAL 


IMPORTANT NOTICE 
APPOINTMENTS 


Medical practitioners are requested 
not to apply 


for any appointment specified in this 
notice or for any appointment under an 
authority referred to in this notice with- 
out first communicating with the Secre- 
tary of the British Medical Association, 
B.M.A. House, Tavistock Square, 
London, W.C.1, or, in the case of the 
Irish appointments, with the Medical 
Secretary of the Irish Medical Associa- 
tion, 10, Fitzwilliam Place, Dublin, or, 
in the case of appointments under the 
Queensland State Government Insurance 
Office, with the Honorary Secretary, 
Queensland Branch, B.M.A.., 88, 
L’Estrange Terrace, Kelvin Grove, W.1, 
Brisbane, Queensland, to learn the views 
of the Association regarding the terms 
and conditions of service pertaining to 
the appointments : 

CORPORATION OF GLASGOW, 

Medical Assistant Bacteriologist. 
COVENTRY CORPORATION. 


School Medica! Officer and Assistant Medical 
Officer of Health Uoint Post) 


OF IRELAND, 
PORTIUNCULA HOSPITAL, 
BALLINASLOE, CO. GALWAY. 
Resident and Visiting Medica! Staff. 
QUEENSLAND STATE GOVERNMENT IN- 
SURANCE OFFICE. 
By Order of the Council, 
A. MACRAE, 


August 6, 1957. Secretary. 


QUEEN MARY'S HOSPITAL FOR THE EAST 
END, Stratford, E.15 


SENIOR CASUALTY OFFICER 
(Male or Female, Senior House Officer grade) 
for one year commencing October 3, 1957. Post 
recognized for F.R.C.S. (fiec., half the year is 
recognized for Casualty and half as Generaj Sur- 
acry) Applications, with copies of recent testi- 
monials. to Group Secretary, West Ham Group 
Hospital Management Committec, Suatford, E.15, 
by August 23, 1957. (4821) 


READING AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited for the post of 
RESIDENT SENIOR HOUSE OFFICER 
(Area Accident and Orthopaedic Department) 

Vacant immediately Recognized for F.R.CS 
Duties including work in area Casualty Department 
at Battle Hospital, Reading (300 beds) Person 
appointed will work with Registrar and House 
Officers Apply, stating nationality, present post 
and qualifications (with dates), together with names 
of two referees, to Group Secretary, 3, Craven 
Road, Reading (7758) 


ROYAL FREE HOSPITAL 


SENIOR CASUALTY OFFICER 

Applications are invited from registered medical 
practitioners for the post of Senior Casualty Officer 
at the Royal Free Hospital The appointment is 
full-time. resident, for six months. Duties to com- 
mence October 1, 1957. Salary and conditions of 
service in accordance with the scale laid down by 
the Ministry of Health for Senior House Officers 
Application forms may be obtained from the Hos- 
pital Secretary, Royal Free Hospital, Gray's Inn 
Road, W.C.1, to whom they should be returned 
not later than September 1. 1957 (4267) 


ROYAL GWENT HOSPITAL 
Newport, Mon. (260 beds, 10 Residents) 
(Recognized FR. C.S.) 


SENIOR HOL SE OFFICER 
required for Casualty Department, which is under 
the full-time charee of a S.H.M.O. and there are 
also two S.H.O.s. The Department has recently 
been rebuilt and re-equipped and all medical and 
surgical emergency admissions pass through it 
Tenable six or twelve months at candidate's option 
Excellent experience. Write. quoting two referees, 
to T. A. Jones, Group Secretary, 64, Cardiff Road. 
Newport, Mon. (4487) 
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SEFTON GENERAL HOSPITAL, Liverpool, 15 
(995 beds) 
Applications are invited from suitably qualifice 
medical practitioners for the appointment of 
CASUALTY OFFICER (S.H.0. grade) 
residemt or non-resident, which will become vacant 
at the above-named hospital on October 1, 1957 
The person appointed will play an important part 
in the Accident Service and the work is closely 
integrated with the hospital's Orthopaedic Depart 
ment. The salary will be at the rate of £819 10s 
per annum Application forms may be obtaincd 
from the undersigned, to whom they should be 
returned as soon as possibie.—Garnet Chaplin 
Secretary to the Committec (4523) 


SOUTH CHESHIRE HOSPITAL MANAGEMENT 
COMMITTEE 


Crewe and District Memorial Hospital 

(108 beds acute, and continuation 32 beds) 

S.H.O. (Casualty) 

Modern, well-cquipped department Whitley 
Council salary scale and conditions of service 
Applications, stating age, qualifications, ctc., with 
names of two referees, to be sent as soon as 
possible to the Group Secretary, Barony Hospital, 
Nantwich, Cheshire (4668) 


SOUTH MANCHESTER H.M.C. 


Wythenshawe Hospital, Manchester, 20 


Applications are invited from registered medical 

practitioners for the post of 
CASUALTY OFFICER 

(Senior House Officer grade) at the above-named 
hospital This post is recognized by the Royal 
College of Surgeons Applications, stating age, 
qualifications, present post, experience, and names 
of two referees, to be forwarded to the Group 
Secretary, Withington Hospital, within seven days 
of the appearance of this advertisement (4263) 


SWINDON AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Applications invited for the appointment of 
SENIOR HOUSE OFFICER 

as Casualty Officer and Orthopaedic House Sur- 
gcon at Great Western Hospital, Swindon Post 
recognized by R.C.S. for six months of year's 
training under Fellowship regulations Work of 
accident and orthopaedic department, associated 
with Nuffield Orthopaedic Centre (Wingfield Morris 
Orthopaedic Hospital), Oxford, includes large num- 
ber of industrial injuries Salary £819 10s. per 
annum, less charge for residential emoluments 
Full details and names of three referees to Secre- 
tary, 7, Okus Road, Swindon, Wilts, immediately 

(4444) 


TAUNTON HOSPITAL MANAGEMENT 
COMMITTEE 


Taunton and Somerset Hospital 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 
(Casualty and Orthopaedics) 
vacamt now Applications. stating age, nationality 
and qualifications, together with the names of two 
referees, should be forwarded to the Group Secre- 
tary, Taunton and Somerset Hospital, Musgrove 
Park Branch, Taunton, Somerset, (4490) 


HACKNEY HOSPITAL, Londos, E.9 
(General, 841 beds) 
Applications for the six months’ resident House 
Officer appointments of 
(a) CASUALTY OFFICER and HOUSE 
SURGEON (E.N.T.) 
now vacant 
(b) CASUALTY OFFICER and HOUSE 
PHYSICIAN (Skin Department) 
vacamt September 14 
should be sent immediately to Secretary, above 
address, quoting CO (A) or (B) (4562) 


QUEEN MARY'S HOSPITAL FOR THE FAST 
END, Stratford, £.15 


JUNIOR CASUALTY OFFICER 
(House Officer third post) 
required for six months as soon as possible. Appli- 
cations, with the names of three etmems, to Hos- 
pital Secretary by August 17. 1957 (4229) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 20 
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Casualty—contd. 
READING, BATTLE HOSPITAL (391 beds) 


Applications are invited from registered medical 
Practitioners for the post of 
RESIDENT JUNIOR HOUSE SURGEON 
in the Accident and Orthopacdic Department. Post 
vacant August I, 1957. F.R.C.S. recognized. Also 
Casualty duties Apply. stating agc, qualifications 
(with dates), nationality, present post, with one 
copy of recent testimonial, to Hospital Secretary 
(5932) 


UNITED OXFORD HOSPITALS 


Applications invited for the post of 
HOUSE OFFICER 
in the Accident Service at the Radcliffe Infirmary 
with effect from September 1. 1957. Applications 
stating age, qualifications and experience, together 
with available testimonials, to the Administrator 
Radcliffe Infirmary, Oxford, by August 14. (4491) 


CHEST AND TUBERCULOSIS 
(see abo THORACIC SURGERY) 


SHEFFIELD REGIONAL HOSPITAL BOARD 
Leicester Isolation Hospital and Chest Unit 


WHOLE-TIME CONSULTANT PHYSICIAN 
with special experience in Chest and Heart Diseases 
required Application forms and further details 
from Semor Administrative Medica Officer 
Shefficid Regional Hospital| Board, Old Fulwood 
Road. Shefficid. 10 Forms to be returned by 
September 1957 (4493) 


PINEWOOD HOSPITAL, Wokingham 
(20 beds, with a Thoracic Surgical Unit) 


MEDICAL REGISTRAR 
required. Bronchitis Unit and beds for non-tuber 


culous conditions of the chest Unfurnished flat 
available Residentiaj quarters for single man or 
woman also availabic Application forms from 
and returnable ¢ Secretary, Windsor H.M¢ 

Alma Road, Windsor. by August 24 (4458) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


Leicest 


and Chest Unit, 
Groby Read, (3228 beds) 


WHOLE-TIME RESIDENT MEDICAL 
REGISTRAR (Chest and Infectious Diseases) 
required Single accommodation availabic Acute 
pyrexial conditions, tuberculosis and all forms of 
chest and heart discases Hospital has compicte 
thoracic surgical unit with medical and surgica 
out-patient clinics Appointment for one year in 
first instance Apply to Secretary Sheffic!d 
Revional Hospital Board, Old Fulwood Road 
Shefficid. 10. by August 19. 1957, giving age 
nationality qualifications presemt and previous 
appointments (with dates), naming three referces 

(4649) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


Oakwood Hall Hospital (102 beds) and 
The Chest Clinic, Rotherham 


WHOLE-TIME RESIDENT REGISTRAR 
(Chest Diseases) 
required Unfurnished sclf-contained flat availabic 
for married candidate Appointment for one year 
in first instance Apply tw Secretary. Shefficid 
Regional Hospital Board, Old Fulwood Road, Shef 
field. by August 19. 1957. giving age. nationality 
qualifications, present and previous appointments 
(with dates), naming three referees (4494) 


WEST FIFE HOSPITALS BOARD OF 
MANAGEMENT 


a. 


By 
(Tuberculosis, 150 beds) 


Applications are invited from suitably qualified 
medical practitioners for the appointment of 


REGISTRAR 
Resident Married quarters may be provided if 
required Aoplications, giving names of three 


referees, should be lodged with the Physician 
Superintendent, from whom further particulars may 
be obtained (4669) 


WIGAN AND LEIGH GROUP OF HOSPITALS 


REGISTRAR IN CHEST DISEASES 


Two busy chest clinics and opportunity two gain 
experience in thoracic surgical unit Applications 
with names of two referees. to Secretary, Knowsley 

Wigan (4533) 
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SOUTH-EAST NORTHUMBERLAND HOSPITAL 
MANAGEMENT COMMITTEE 


RESIDENT MEDICAL OFFICER (T.B, Service) 


required for duties at the Moor Park and Hadrian 
Hospitals JHM.O. or $.H.0. grade according 
to experience Applications, with names of two 
referees, to Group Secretary, Preston Hospital, 
North Shicids (4445) 


NORTH AND MID-CHESHIRE HOSPITAL 
MANAGEMENT COMMITTEE 


Hefferston Grange 
Cheshire (162 beds, 


RESIDENT SENIOR HOUSE OFFICER 
required Applications to Group Secretary, The 
Hospital Sinderland Road, Altrincham. with 
names of two referees, as soon as possible. (4122) 


ST. RICHARD’S HOSPITAL, Chichester (400 beds) 


SENIOR HOUSE OFFICER 
required, to the General and the Medical and Surgi- 
cal Chest Units Post becomes vacant in mid- 
September Applications, stating age. qualifications 
and experience. and giving names of two persons 
to whom reference may be made, should be scent 
to the Surecon Superintendent (4495) 


LONDON CHEST HOSPITAL 
Hospitals for Diseases of the Chest 


Two vacancies occur October 1, 1957, for 


RESIDENT HOUSE PHYSICIAN 
Appointment for six months, four in Londons 
two at the Country Branch, near Letchworth, and 
post graded as House Officer. Duties include work 
in the Outpatient Department and Special Clinics 
as well as in wards Applications, stating date of 
birth, qualifications (with dates) and previous 
appormmtments held, with copies of three testimonials 
should reach the undersigned not later than August 
17.-Thomas Brown. House Governor, London 
Chest Hospital, E.2 43990 


PLAISTOW HOSPITAL (189 beds) 
Samson Street, London, 3 


Applications are invited for the appointment of 


RESIDENT HOUSE OFFICER 
(Post-registration or pre-registration second post) 
for six months commencing October 1. in the 
chest unit and infectious discases unit Some 
experience in discases of the chest desirable The 
position offers good opportunities for experience 
in general medicine Applications, with copies 


recent testimonials, to Hospital Secretary by 
August 14 (4320) 
DENTAL 
— 


COUNTY COUNCIL OF DURHAM 


Applications invited from registered dental sur- 
gcons (men or women) for posts of 


SCHOOL DENTAL OFFICERS 


Salary scale £1,000 by £50 to £1,350 by £75 to 
£1,578 For further details and form of applica- 
tion apply to undersigned Completed applications 
by September 7. 1957.—G. H. Metcalfe, Director 
of Education. Shire Hall, Durham (4877) 


PARK PREWETT GROUP HOSPITAL 
MANAGEMENT COMMITTEE, NO. 47 


Park Prewett Hospital, Basingstoke 


GENERAL DENTAL PRACTITIONER 


required, part-time, four sessions weckly Remun- 
eration £630 per annum Park Prewett Hospital 
accommodates some 1.500 patients suffering from 
mental and nervous disorders. The Dental Clinic 
has recently been enlaracd and its modern equip- 
ment includes a Sterling Unit. Servitor and Murray 
Stool. Operating facilities. with the services of a 
consulting anaesthetist, are available if required 
The appointment of an Oral Hygienist has been 
approved Applications to the Group Secretary as 
soon as possible (4540) 


DERMATOLOGY 
WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointment : 

CONSULTANT DERMATOLOGIST 
based at the Western Infirmary. Glasgow. The 
appointment will be whole-time or part-time on 
the basis of nine notional half-days per weck 
Applications (16 copies), stating date of birth, 
qualifications, experience, present appointment, and 
the names of three referees, to reach the Secretary 
Western Regional Hospital Board, 64, West Regent 
Street, Glasgow, C.2. not later than 30 days after 
the publication of this advertisement (4659) 


AuaG. 10, 1957 


EAR, NOSE, AND THROAT, ETC. 
LIVERPOOL REGIONAL HOSPITAL BOARD 


Applications are invited for two post of 
E.N.T. REGISTRAR 
One post is in the St. Helens area with duties 
mainly at Whiston, and is cither resident or non- 
resident The other post ts at Victoria Centrai 
Hospital, Wallascy. and the General and Children’s 
Hospitals, Birkenhead Single residential accom- 
modation is available if required. Forms of appli- 
cation from Dr. T. Lioyd Hughes, Senior Adminis- 
trative Medical Officer, Liverpool Regional Hos- 
pital Board, 19, James Street, Liverpool, 2. to be 
returned not later than August 24, 1957.—Vincent 
Collinge, Secretary to the Board (4605) 


THE UNITED BIRMINGHAM HOSPITALS 


Applications are invited for the appointment of 
SENIOR E.N.T. REGISTRAR (Non-resident) 
for duties within the United Hospitals. Higher 
qualification in the specialty necessary The 
appointment will be for ome vear in the first 
instance and subject to annual review. The success- 
ful candidate may subsequently be required to 
spend not more than two years in a selected hos- 
pital of the Birmingham Regional Hospital Board 
in accordance with an arrangement for the inter- 
change of Registrars agreed between the two 
Boards Forms of application may be obtained 
from the Secretary. United Birmingham Hospitals 
Queen Elizabeth Hospital, Birmingham, 15, and 
should be returned not later than August 24, 1957 

(44883) 


CUMBERLAND INFIRMARY (331 beds) 


Applications are invited for the following 
SENIOR HOUSE OFFICER 
appointment, which is now vacant. “ Specials 
(E.N.T. and Eyes) Apply to the Group Secretary 
Cumberland Infirmary, Carlisle (4186) 


DERBYSHIRE ROYAL INFIRMARY. Derby 
(416 beds) 


SENIOR HOUSE OFFICER (E.N.T. 
Vacant September 10 Recognized for six 
months’ training for F.RC.S. (Otolaryngology) 
Apply. stating full details, with copies of two recent 
testimonials, to Secretary (4187) 


DUDLEY ROAD HOSPITAL, Birmingham, 18 
E.N.T, Department 


HOUSE SURGEON (Resident) 

vacamt September 18, 1957. Recognized for D.L_O 

Busy hospital with 780 beds, with approximately 

0 E.N.T. beds. Candidates with previous experi- 

ence in E.N.T. work considered for appointment as 

Senior House Officer. Applications, with copics of 

two recent testimonials, to the Group Secretary 


FARNBOROUGH HOSPITAL. Kent (800 beds) 
(E.N.T.) 

required September | Recognized for FR.CS 

and D.L.O. Valuable experience in all aspects of 


E.N.T. work Apply, stating age. qualifications 
(with dates), experience, and naming three referees. 
to Administrative Officer (4600) 


MAIDSTONE, KENT COUNTY OPHTHALMIC 
AND AURAL HOSPITAL (113 beds) 


Mid-Keat Hospital Management Commitice 


Applications are invited for the appointment of 
SENIOR HOUSE SURGEON 

in the Ear, Nose and Throat Department of the 
above hospital Post vacant August 1, 19 
There are S55 E.N.T. beds and six specialist opera- 
ting sessions each week Valuable experience is 
available, and the post is recognized for the pur- 
pose of the F.R.C.S. and the D.L.O. Salary will 
be £819 10s. a year, less £150 a year for residential 
emoluments Applications to the Administrative 
Officer. Kent County Ophthalmic and Aural Hos- 
pital, Maidstone, Kent (8481) 


TINDAL GENERAL HOSPITAL 
Aylesburs Bucks (260 beds) 


HOUSE SURGEON (E.N.T.) 


(Male or female) Vacant September 1, 1957 
The department has a high turnover and four out- 
patient clinics weekly Recognized for D.L.O 
and F.R.C.S. No casualty department. Pre-regis- 
tration post, but registered practitioners invited to 
apply Apply, with copy of two testimonials, to 
the Administrative Officer. (9470) 


Ausa. 10, 1957 


GERIATRICS 
LIVERPOOL REGIONAL HOSPITAL BOARD 


Warrington and Chester Areas 
Applications are invited for the post of 
CONSULTANT PHYSICIAN FOR GERIATRICS 


(whole-time Of Maximum part-time sessions) in the 
Warrington and Chester arcas Applicants should 
have a higher qualification in medicine and con- 
siderable experience in geriatrics. Forms of appli- 
cation from Dr. T. Lioyd Hughes, Senor Adminis 
trative Medical Officer, Liverpool Regional Hos- 
pital Board, 19. James Street, Liverpool, 2. to be 
returned not later than August 31, 1957.—Vincent 
Collinge, Secretary to the Board (4606) 


MANCHESTER REGIONAL HOSPITAL BOARD 


WHOLE-TIME OR MAXIMUM PART-TIME 
CONSULTANT GERIATRICIAN 


to the Salford Group of Hospitals, mainly at Hope 
and Ladywel! Hospitals Good experience in 
general medicine, special interest and experience 
in the treatment and rehabilitation of the chronic 
sick and higher qualifications essential Appointee 
required to undertake the domiciliary investigation 
of patients and establish close liaison with general 
Practitioners and local health authorities and to 
reside in or close to arca Application forms from 
the Senior Administrative Medical Officer to the 
Board, Cheetwood Road. Manchester, 8. to be 
returned by August 26, 1957 (4599) 


LEEDS (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


St. James's Hospital, Leeds, 9 


Applications are invited from registered medical 
Practitioners (male and femaic) for the appoimtiment 
of 


SENIOR HOUSE OFFICER (Geriatrics) 


Applications to the undersigned as soon as possibic 
J. Folkard, Secretary to the Committee, Admin- 

istrative Offices, St. James's Hospital, Leeds, 9 
(4496) 


NORWICH, LOWESTOFT, AND GREAT 
YARMOUTH HOSPITAL MANAGEMENT 
COMMITTEE 


Northgate Hospital and Isolation Hospital 
Great Yarmouth 


HOUSE PHYSICIAN (S.H.O. states) 


required at the above hospitals, which comprise an 
active Geriatric Unit, together with a department 
for Infectious Diseases Residential accommoda 
tion provided The successful candidate will work 
under the supervision of a whole-time Registrar 
and two Consultant Physicians visiting three times 
weekly. Membership of a Medical Defence Socicty 
is a condition of appointment. Applications, giving 
full details, together with names and addresses o! 
two referees, to the Secretary, Northgate Hospital 
Great Yarmouth (4497) 


BRITISH MEDICAL JOURNAL 


LEEDS (GROUP B) HOSPITAL MANAGEMENT 
COMMITTEE 


Seacroft Hospital, Leeds, 14 


SENIOR HOUSE OFFICER IN INFECTIOUS 
DISEASES 

The Infectious Diseases Section, average bed 
occupancy 100 beds. is the I.D. undergraduate and 
postgraduate training unit and a Regional Centre 
for the treatment of poliomyelitis. The appoint- 
ment is resident and for one year. Applications. 
Stating age, nationality, qualifications and experi- 
ence, with names of three referees, to the Group 
Secretary, Seacroft Hospital, Leeds, 14 (4634) 


SOUTHAMPTON CHEST HOSPITAL (252 beds) 


SENIOR HOUSE OFFICER 
required, to be responsible for Infectious Diseases 
Unit. Duties are such as to suit a candidate read- 
ing for higher examinations. The Unit is sited at 
a hospital possessing up to date tuberculosis and 
thoracic surgical units, whilst the Southampton 
Group of Hospitals as a whole affords excellent 
opportunities for study and experience in all 
branches of medicine. Applications, together with 
copies of recent testimonials, should be forwarded 
as soon as possible to the Group Secretary, South- 
ampton Group Hospital Management Committee, 
Buliar Strect, Southampton (4407) 


THE SCOTT ISOLATION HOSPITAL, Plymouth 
Plymouth Special Hospital Management Commitice 


SENIOR HOUSE OFFICER 

Applications are invited for the above appoint- 
ment from male registered medical practitioners 
who have preferably been qualified for one year 
and have had previous hospital expericnce The 
appiant should be able w drive a car The 
duties, in two departments, will be chicfly in con- 
nection with infectious and venereal diseases, the 
former including a substantial proportion of cases 
in children The varied clinical work, including 
acute medical cases, provides valuable cxper.ence 
particulariy to those reading for a higher medical 
degree or contemplating general practice The 
appointment will be for one year, vacant on August 
25. 1957. The post is non-resident, but the success- 
ful candidate will be required to live near the 
hospital and be on the telephone Applications 
together with copics of two recent testimonials 


» Should be sent to the Group Secretary. Plymouth 


Special Hospital Management Commitice, 8. Nel- 
son Gardens, Stoke, Plymouth (4534) 


EDINBURGH CITY HOSPITAL 


HOUSE PHYSICIANS (Male or Female) 
required for Infectious Diseases Unit at City Hos- 
pital. Six months’ appointment from October 1 
1957. Approved for pre-registration Applications, 
with two recent testimoniais, or giving names of 
two referees. to Secretary, Board's Office. City 
Hospital, Greenbank Drive, Edinburgh. (Pr.4576) 
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HEREPORDSHIRE GROUP OF HOSPITALS 


REGISTRAR IN GENERAL MEDICINE 
Duties mainly at County Hospital (339 beds) and 
General Hospital (154 beds) Resident or non- 
resident. Application forms from Group Secretary 
Victoria House, Eign Street. Hereford. to be 
returned by August 30, 1957. Candidates may 
visit Group hospitals (4632) 


LIVERPOOL REGIONAL HOSPITAL BOARD 


The United Liverpool Hospitals 


Applications are invited for the post of 

SENIOR MEDICAL REGISTRAR 
with duties initially at Whiston Hospital The 
post is tenable from October 1, 1957 Annual 
reappointment thereafter untit completion of the 
normal period of training will be considered with- 
out the need for further application. The success- 
ful candidate will be required to undertake periods 
of duty in teaching and non-teaching hospitals 
during his period of training. Forms of applica- 
tion from Dr. T. Lloyd Hughes, Senior Adminis- 
trative Medical Officer, Liverpool! Regional Hos- 
pital Board, 19, James Street, Liverpool, 2, to be 
returned not later than August 24, 1957.--Vincent 
Collinge, Secretary to the Board (4607) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Salford Hospital Management Committee 


Applications are invited for the post 
RESIDENT MEDICAL OFFICER 
(Registrar grade) 
at Salford Royal Hospital, vacant October 1, 1957 
Applications, together with mames and addresses 
of two referees, to be forwarded w the Group 
Secretary, Salford Royal Hospital, Salford, 3, 
before August 17, 1957 (45*0) 


NEWCASTLE REGIONAL HOSPITAL BOARD 


Newcastle General Hospital (848 beds) 


SENIOR REGISTRAR PHYSICIAN (Whole-time) 
required for Clinic No. 1 at the above hospita! 
Further particulars on request Applications, with 
names and addresses of three referees, to S.A.M.O 
Regional Hospital Board, Benfield Road, Newcastic 
upon Tyne, 6, within twenty-one days (4500) 


NORTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


MEDICAL REGISTRAR (non-resident) 
West Ham Group of Hospitals, London, £.15 
MEDICAL REGISTRAR 
(Resid or aon-resident, sleeping in on duty 


SCOTT ISOLATION HOSPITAL, Plymouth 


HOUSE PHYSICIAN (Resident, Male) 

Post vacant August 25. 1957. Recognized pre- 
registration post, which offers excellent experience 
Applications should be sent to the Group Secre- 
tary, Piymouth Special Hospital Management Com- 
mittee, 8, Nelson Gardens, Stoke, Plymouth. Devon 

(Pr.4535) 


PONTEFRACT AND CASTLEFORD HOSPITAL 
MANAGEMENT COMMITTEE 


HOUSE PHYSICIAN 
(Senior House Officer Grade) 
required to fill a post at Headlands Hospital, Ponte- 
fract. This is a modern geriatric unit of 215 beds 
Applications, as soon as possibile, to the Secretary. 
Great Northern House, Salter Row, Pontefract, 
Yorkshire (4498) 


SOUTH-WEST MIDDLESEX HOSPITAL 
MANAGEMENT COMMITTEE 


West Middlesex Hospital, Isleworth 


HOUSE OFFICER (Geriatric Unit) 


Resident Vacant September 26. Post offers 
excellent experience in general medicine. Applica- 
tions to Group Secretary, West Middicsex Hospital, 
Isleworth, by August 20 (4633) 


MEDICINE 


BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE 


Royal Victoria Hospital, Shelley Road, Boscombe, 
Bournemouth (494 beds, including 93 


dical) 


Applications are invited for the appointment of 
RESIDENT MEDICAL REGISTRAR 

at the above hospital Candidates must be regis- 
tered medical practitioners, and the posscasion of 
a higher qualification will be considered an advan- 
tage. The post becomes vacant on October 1, 1957 
and is tenable for ome year in the first instance 
Forms of application, obtainable from the Group 
Secretary, Bournemouth and East Dorset Hospital! 
Management Committee, H.M.C. Office, Royal 
Victoria Hospital, Gloucester Road. Boscombe 
Bournemouth, should be returned to him, duly com- 
pleted. within seven days of the appearance of this 
advertisement (4446) 


INFECTIOUS DISEASES 


GATESHEAD AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


The following post is vacant in the Gateshead 
group of hospitals. Married accommodation may 
be available to suitable applicants 
Infections Diseases--SENIOR HOUSE OFFICER 
Applications should be addressed to Dr. J. Grant, 
Medica! Superintendent. Sheriff Hill 1.D. Hospital. 
Gateshead, 9.—H. Clark, Group Secretary. (4549) 


ELIZABETH GARRETT ANDERSON HOSPITAL 
Euston Road N.W.1 (Royal Free Hospital) 


APPOINTMENT OF MEDICAL REGISTRAR 

Applications are invited from registered women 
medical practitioners for the appointment of full- 
time “Medical Registrar for General Medicine and 
Paediatrics. Appointment for one year in the first 
instance, t©0 commence as soon as possible. Salary 
in accordance with Ministry of Health scale for 
Registrar grades Applications, with names of 
three referees, should be sent the Secretary, Eliza- 
beth Garrett Anderson Hospital, by August 14. 


(4268) 


nights) 

Mile Ead Hovpital, Bancroft Road, 
Some tuberculosis experience desirable 
MEDICAL REGISTRAR (Resident) 

St. Margaret's Hospital, Epping, Essex 
Appointments subject to review after one year 
Application forms from Secretary, Ila, Portland 
Place, W.1, to be returned by August 24. (4614) 


SOUTH SHIELDS INGHAM INFIRMARY 
(158 beds) 


JUNTOR HOSPITAL MEDICAL OFFICER 
required for general medical duties in this acute 
hospital with certain additional duties at outlying 
hospitals Clinical team comprises Consultant 
1.H.M.O. and two House Physicians Applications 


to House Governor and Secretary (4258) 
BANBURY, OXON, HORTON GENERAL 
HOSPITAL (163 beds) 


SENIOR HOUSE OFFICER (Physician) 
to commence September 7. Post provides experi- 
ence in general medical and children’s wards 
Applications, stating age, nationality, qualifications, 
and names of two referees, to the Secretary 
(3551) 


BECKENHAM HOSPITAL, Kent 


SENIOR HOUSE OFFICER (Medical) 


required for one year from August Duties 
mainly in medical wards and out-patient depart- 
ments under consultant supervision Responsi- 
bility for supervision of two other House Officers 
for whom S.H.O. will be required to undertake 
occasional relief duties. Apply. stating age. quali- 
fications and experience, and naming three referces, 
to Administrative Officer (4361) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 20 
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Medicine—contd. 


BISHOP'S STORTFORD AND DISTRICT 
HOSPITAL, Rye Street, Bishop's Stortford, Herts 
(67 beds, medical, surgical and maternity) 


Applications are invited from registered medica! 
practitioners for the post 

RESIDENT SENIOR HOUSE OFFICER (Male) 
Salary £819 10s. per annum, icss £150 for residen 
tal emouments To commence as soon as possible 
Applications, stating age. nationality, qualifications 
and experience. with pics of recent testimonials 
or names of referees to Hospital Secretary. Herts 
and Essex General Hospital, Bishop's Stortford 
Herts (4256) 


BLACKBURN AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Queen's Park Hospital, Blackbure 
(640 General Beds) 


SENIOR HOUSE OFFICER (Medicine) 
required September 16, for acute medical unit 
Applications, with names of two referees, to Group 
Secretary, H.M.C. Office, Royal Infirmary, Black 
burn (4499) 


DERBYSHIRE ROYAL INFIRMARY, Derby 
(416 beds) 


HOUSE PHYSICIAN (Pre-registration) oF 
SENIOR HOUSE OFFICER (General Medicine) 

Vacant September 7 Apply, stating full details 
with copies of two testimonials, to Secretary (4194 


GULSON HOSPITAL, Coventry 
SENIOR HOUSE OFFICER IN GENERAL 
MEDICINE 
Resident Applications to Secretary, Group 20 
Hospital Management Committee, Stoncy Stanton 
Road, Coventry (4459) 


HIGHLANDS GENERAL HOSPITAL 
Wiachmore Hill, N.21 


SENIOR HOUSE OFFICER (Medical) 
resident, for chest unit (100 beds) Vacant Sep 
tember 27, 1957. Duties include tuberculosis work 
and investigation and treatment of chest discases 
under the supervision of the Finchicy Chest Clinic 
also general medical and geriatric work Applica 
tions, with copies of three testimonials, to Hospi- 
tal’ Secretary (4544 


KILTON HOSPITAL, Worksop, Notts 
185 beds (including 70 acute medical catering for 
medical, dermatological and pacdiatric cases) 


Applications are invited for the resident post of 
SENIOR HOUSE OFFICER IN MEDICINE 
OR PRE-REGISTRATION HOUSE PHYSICIAN 
vacant at end of August, 1957 Applications, with 
copies of two recent testimonials, or names for 
reference, to Group Secretary, P.O. Box No. 2 
Victoria Hospital, Worksop (4447) 


KING'S LYNN AREA HOSPITALS 
MANAGEMENT COMMITTEE 


West Norfolk and King’s General Hospital 
(146 


Applications are invited for the post of 
RESIDENT SENIOR HOUSE OFFICER 


(Medicine) 
Appointment for one year in the first instance 
post vacant end of August Post offers valuabic 
and varied experience in acute and chronic medica 
wards The medical team consists of Consultant 
Senior House Officer, and two House Physicians 
Anpphcations, with names and addresses of two 
referees t b forwarded immediatcly to the 
Group Secretary of the above Commitice, co St 
James’ Hospital, King’s Lynn, Norfolk (4501) 


ROCHFORD, ESSEX, GENERAL HOSPITAL 
(622 beds) 

REQUIRED SENIOR HOUSE OFFICER (Medical) 

Post resident, and tenable for one year, com- 

mencing September 3, 1957, for duties in modern 


eencral hoxpital Applications, etc to reach the 
undersigned by August 21, 1957.—J. C. Field 
Secretary (4542) 


SOUTH SHIELDS GENERAL HOSPITAL 


HOUSE PHYSICIAN 
(Pre-registration, first or second pest) 
or SENIOR HOUSE OFFICER (Medicine) 
according to expericnce. required immediately in 
this busy, well equipped hospital Residemt staff 
in Medical Department consikts of a Medical 
Registrar and three House (Officers. Applications 
to Medical Superintendent (4331) 


BRITISH MEDICAL JOURNAL 


CAERNARVON AND ANGLESEY HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited for the post of 
HOUSE PHYSICIAN 
at the Caernarvon and Anglesey General Hospital 
Bangor The appointment is for a period of six 
months Salary and conditions of service in 
accordance with those approved by the Ministry 
of Health Applications, stating age, qualifications 
and experience together with the names and 
addresses of two referees. to be forwarded to the 
Group Secretary, Plas Gwyn, Ffriddoedd Road, 
Bangor, within ten days of the appearance of this 
advertisement (4551) 


LAMBETH HOSPITAL, Brook Drive, S.E.1! 


Applications are invited from pre-registration and 

registered medical practitioners for the post of 
RESIDENT HOUSE PHYSICIAN 

vacant on September 1s. 1957 Successful candi- 
date Will be expected to carry out a fortnight’s 
locum duty starting on September 4, 1957 Appli- 
cation forms from the Acting Physician Superin- 
tendent Stamped addressed envelope should be 
enclosed (4123) 


MEDWAY AND GRAVESEND HOSPITAL 
MANAGEMENT COMMITTEE 


All Saints’ Hospitet, Chatham, Keot 


HOUSE PHYSICIAN 
required Post, which is vacant September 3. is 


recognized for pre-registration service Salary 
£467 10s to £577 10s. per annum, according to 
expericnce Applications, stating age. qualifica- 


tions, nationality, and experience, together with 
copies of recent testimonials, to the Hospital 
Secretary (4601) 


MEDWAY AND GRAVESEND HOSPITAL 
MANAGEMENT COMMITTEE 


Sheppey General Hospital, Minster, Sheerness, Kent 


HOUSE PHYSICIAN 
Applications are invited for the above pre- 
registration post, vacant now Salary £467 10s. to 
{S77 10s. per annum, according to experience 
Applications, stating age. qualifications and experi- 
ence. to be addressed to the Hospita! Secretary 
(4631) 


MILE END HOSPITAL, Bancroft Road. 
London, E.1 (484 beds) 


HOUSE PHYSICIAN (Pre. or post-registration) 


Post vacant September 8 1957 Application 
forms, obtainable from Physician Superintendent 
to be returned by August 23. 1957. with copies of 


not more than three testimonials (4563) 


READING AREA DEPARTMENT OF 
MEDICINE 


Applications are invited from registered and 
provisionally registered medical practitioners for 
TWO POSTS AS RESIDENT HOUSE 

YSICIAN 
vacamt September | 1957. for a period of six 
months Successful candidates will be required to 
carry out duties at the following Reading hos- 
pitals: Royal Berkshire Hospital (498 beds), Battic 
(374 beds), and Prospect Park (104 beds) Write 
immediately, stating age, qualifications (with dates) 
nationality, present post, with copies of two recent 
testimonials, to Secretary, Roya! Berkshire Hos- 
pital, Reading (3980) 


ROYAL HALIFAX INFIRMARY 


HOUSE PHYSICIAN 
required in General Medicine Post now vacant 
Apply to Group Secretary, Royal Halifax Infirmary 
Halifax (4340) 


BARNSTAPLE, NORTH DEVON INFIRMARY 


(105 beds) 


HOUSE PHYSICIAN 
required, recognized pre-registration appointment 
Applications to Group Secretary, 19 Alexandra 
Road, Barnstaple (Pr.4389) 


BATH HOSPITAL MANAGEMENT COMMITTEE 


HOUSE PHYSICIAN 
required. For the first three months wil! be based 
at St Martin's Hospital followed by three 
months at the Royal Nationa Hospital for 
Rheumatic Diseases (attached to which is the 
Rheumatism Research Unit of the South-West and 
Oxford Regions) Appointment recognized for pre- 
registration purposes Applications, stating age 
qualifications and experience, to Group Secretary, 
Manor Hospital, Bath, by August 21 (Pr.4802) 


BLACKPOOL VICTORIA HOSPITAL (354 beds) 


HOUSE OFFICERS (Department of Medicine) 
Two residem pre-registration posts are available 
on October 1, 1957 Applications, stating age, 
experience (if any), and giving the names and 
addresses of two referees, should be sent to the 
Hospital] Secretary. (Pr.4448) 


Aua. 10, 1957 


CENTRAL MIDDLESEX HOSPITAL 
Park Royal, London, N.W.10 
RESIDENT HOUSE OFFICER 
pre-registration, required in general medical and 
cardiological department Post vacant September 
22. 1957 Applications, with two testimonials, to 
Medical Director by August 17 (Pr.4873) 


CHESTER AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Chester City Hospital 


Applications are invited for the post of 
HOUSE PHYSICIAN 

vacant September 26, 1957. The post is recognized 

for pre-registration service Applications, giving 

full details, together with the names and addresses 

of two referees, should be forwarded to the Hos- 

pital Secretary (Pr.4327) 


HACKNEY HOSPITAL, London, E.9 
(General, 841 beds) 


Applications for the six months’ resident appoint- 
ment from September 3 of 
PRE-REGISTRATION HOUSE PHYSICIAN 


should reach the Secretary above address. by 
August 19. quoting HH PHP (Pr.4596) 


ILFORD AND BARKING GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


There will be a vacancy for a 
HOUSE PHYSICIAN 


at King George Hospital. Eastern Avenue. Iford, 
on September 7. 1957. First or second post pre- 
registration The post will be tenable for six 
months Applications, giving full particulars and 
accompanied by testimonials, should be sent to the 
undersigned within seven days of the appearance 
of this advertisement.—-H. Harris. Group Secre- 
tary, King George Hospital (Pr.4124) 


MANOR HOSPITAL. Nuneaton 


HOUSE PHYSICIAN 


Pre-registration Resident Applications to Hos- 
pital Secretary (Pr.4196) 


NORTH STAFFORDSHIRE ROYAL INFIRMARY 


HOUSE PHYSICIAN 
Pre-registration post Detailed applications, with 
copy testimonials, to Group Secretary, HMC. 
Princes Road. Stoke-on-Trent (Pr.4197) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Queen Alexandra Hospital (78 medical beds) 


HOUSE PHYSICIAN (Pre-registration) 


Vacamt now Applications, stating age. experience 
and qualifications, together with the names of two 
referees, should be forwarded as soon as possible 
to E. H. Hurst, Saint Mary's Hospital, Milton 
Road, Portsmouth (Pr.4503) 


SEVENOAKS HOSPITAL, Sevenoaks, Kent 
(81 beds) 


RESIDENT HOUSE PHYSICIAN 


(either sex) Pre-registered post, vacant Septem- 
ber 5, 1957 Small busy gencra!l hospital, casily 


accessible to London and coast Applications, 
Stating age and with two references. to Hospital 
Secretary (Pr.4602) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


General Hospital, Ayresome Green Lane, 
Middlesbrough (350 beds) 


Applications are invited for the appointment of 
HOUSE OFFICER (Medicine) 


at the above-named hospital. The appointment is 
recognized for pre-registration service under the 


Medical Act, 1950 Applications, stating full 
details and giving two referecs should be 
addressed to the Hospital Secretary (Pr. 4461) 


WIGAN AND LEIGH HOSPITAL 
MANAGEMENT COMMITTEE 
Royal Albert Edward Infirmary, Wigas 
HOUSE PHYSICIAN 
Pre-registration post, becoming vacant shortly 
Applications, with names of two referees, to the 
Secretary, Knowsley House, Wigan (Pr.4278) 
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NEUROLOGY 


SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications are invited for an appointment as 
REGISTRAR in Surgical and Medical Neurology 
for duties in the first instance (mainly surgical) at 
the Regional Neurological / Neurosurgical Unit at 
the Brook Hospital, Woolwich. A similar appoint- 
ment has recently been made at the Neuwro- 
psychiatric Unit at Hurstwood Park, Haywards 
Heath, where neurosurgery including trauma is also 
undertaken and duties will rotate annually 
between the two appointments Applications, 
giving particulars of age, qualifications and experi- 
ence (with relevant dates), together with the names 
and addresses of two referees, to be sent to the 
Secretary, Registrars Committee, South-East Metro- 
politan Regiona! Hospital Board, 11, Portland 
Place, London, W.1, not later than August 24, 
19587 (4650) 


THE NATIONAL HOSPITALS FOR NERVOUS 
DISEASES 


RESIDENT MEDICAL OFFICER AND HOUSE 
PHYSICIAN 

Applications are invited for the posts of Resident 
Medica! Officer and House Physician (resident) at 
Maida Vale Hospital for Nervous Diseases, Lon- 
don, W.9 Appointments in the first instance for 
six months. renewable. Grading as Senior House 
Officer or Registrar according to experience 
Preference will be given to candidates holding a 
higher dearee, and previous acurological experience 
will be an assct Applications, with copies of 
three recent testimonials. should be sent to the 
Secretary at Maica Vale Hospital not later than 
September 2. 1957 (4650) 


NEUROSURGERY 


GLANTAWE HOSPITAL MANAGEMENT 
COMMITTEE 


Mor -iston Hospital (sor beds), Swansea 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 
in the Department of Neurosurgery at the above 
hospital. The department is the centre for neuro- 
surgery for South-West Wales and the post offers 
facilities for the study of neurology for those 
studying for higher qualifications Applications, 
together with copies of two recent testimonials. 
should be forwarded to the Medical Superimendent 
of the hospital.—T. E. Jones, Group Sccretary 
(4462) 


OBSTETRICS AND GYNAECOLOGY 
GEORGE ELIOT HOSPITAL, Nuneaton 


GYNAECOLOGY AND 
TETRICS 
Recognized M Resident, Experience 
in specialty essential Higher qualification desir- 
able. Candidates may visit hospital. Compicted 
application forms to be returned to the Group 
Secretary, Coventry and Warwickshire Hospital, 
Coventry, by August 19, 1957 (4512) 


LIVERPOOL REGIONAL HOSPITAL BOARD 
Southport Group 


Applications are invited for the post of 
REGISTRAR IN OBSTETRICS AND 
GYNAECOLOGY 
in the above group with duties mainly at Southport 
General Infirmary The post is tenable from 
October 1, 1957. Forms of application from Dr 
T. Litoyd Hughes, Senior Administrative Medical 
Officer, Liverpool Regional Hospital Board, 19, 
James Street, Liverpool, 2, to be returned not later 
than August 24, 1957.—Vincent Collinge, Secretary 
to the Board (4608) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Birch Hil Hospital 


REGISTRAR IN OBSTETRICS AND 
GYNAECOLOGY 
required October 1 Recognized for D.R.C.0.G. 
House available. unfurnished or partly furnished, 
at a moderate rental. Interviews to be held Sep- 
tember 2. Apply at once to Group Secretary, 
Central Offices, Birch Hill Hospital, Rochdale, 
Lancs (4537) 


OXFORD REGIONAL HOSPITAL BOARD 


SENIOR REGISTRAR IN OBSTETRICS AND 
GYNAECOLOGY 
to the Combined Reading Hospitals (100 beds) 
Applicants should preferably hold the M.R.C O.G 
Applications, on forms obtainabie from the Secre- 
tary, Registrar Committee (from whom further 
details may be obtained), 43. Banbury Road. 
Oxford, should reach him by August 31. (4504) 
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MANCHESTER REGIONAL HOSPITAL BOARD 


Applications are invited for the post of 
RESIDENT REGISTRAR IN OBSTETRICS AND 
GYNAECOLOGY 
one of two, in the West Manchester Group of 
Hospitals, with main duties at Fark Hospital, Davy- 
hulme. There are 73 obstetric beds, 31 gynaecology 
beds and a special-care baby unit of seven beds at 


Park Hospital Vacamt end of September 
Appointment for one year, renewable Applica 
tion forms from Group Secretary, Park Hospital 
Davyhulme (4392) 


ST. HELIER HOSPITAL, Carshalton, Surrey 
(731 beds) 
Applications invited for post of 
SENIOR REGISTRAR IN OBSTETRICS AND 
GYNAECOLOGY 
78 obstetric and 60 gynaccological beds Post 
vacant September 20 Application forms, return- 
able by August 24, may be obtained from the 
Group Secretary at above address. (4505) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


West Dorset Group Hospital M 


Committee 
OBSTETRICAL AND GYNAECOLOGICAL 
REGISTRAR 
(Registrar grade) required Duties mainly at 
Portwey Hospital, Weymouth (39 obstetrical and 
26 gynaecological beds) Recognized for the 


MRCOG Single accommodation available at 
the rate of £170 per annum, otherwise must be 
resident in Weymouth area. Post vacant Novem- 
ber 1. Application form, which should be returned 
immediately, from the Group Secretary, West 
Dorset Group H.M.C., Damers Road, Dorchester, 
Dorset (4829) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointment, which will be for one year in the 
first instance 

REGISTRAR IN OBSTETRICS AND 
GYNAECOLOGY 
based at the Western District Hospital, Glasgow 
Applications (12 copies), stating date .of birth 
qualifications, expericnce, present appointment, and 
the names of three referees, to reach the Secretary 
Western Regional Hospital Board. 64, West Regent 


Street, Glasgow, C.2, by August 24, 1957 (4660) 
EASTBOURNE HOSPITAL MANAGEMENT 
COMMITTEE 


SENIOR HOUSE OFFICER 
in Gynaecology (30 beds), with duties in abnorma! 
obstetric unit (14 beds), required Applications, 
Stating age, nationality, qualifications and experi- 
ence, with copies of two recem testimonials, to the 
Group Secretary, 29, Bedfordweli Road, Eastbourne 
(4187) 


KILTON AND VICTORIA HOSPITALS 
Worksop, Notts 


Applications are invited for the post of 
RESIDENT MIDWIFERY INTERN of SENIOR 
HOUSE OFFICER (Obstetrics and Gynaecology) 
vacant end of August, 1957 Applications, with 
copies of two recent testimonials or names for 
reference, to be forwarded to Group Secretary 
P.O. Box No. 2. Victoria Hospital, Worksop 

(4449) 


OLDHAM GENERAL 


APPOINTMENT OF SENIOR HOUSE OFFICER 
(Obstetrics and Gynaecology) 

Applications are invited for the above appoint- 
ment, vacant immediately. The obstetrical depart- 
ment contains 72 beds and there are 48 gynac- 
cological beds The post is recognized for the 
MRCOG. and D.ObstR.COG Applicants 
should have had some obstetrical experience. and 
the appointment is for 12 months Applications. 
containing full particulars of qualifications and 
experience, together with the names of two persons 
to whom reference may be made. should be for- 
warded immediately to the Group Secretary, Old- 
ham and District Hospital Management Committec, 
Central Offices, Rochdale Road, Oldham. (4372) 


ST. PETER’S HOSPITAL (late Botley’s Park 
War Hospital), Chertsey, Surrey (430 beds) 


RESIDENT HOUSE SURGEON 
(S.H.0. or Intern) 
required for Gynaecological (30 beds) and E.N.T 
(approx. 14 beds) Departments. Salary in accord- 
ance with terms and conditions of National Health 
Service Applications, together with names and 
adcresses of referets, to be sent to the Physician 
Superintendent, St. Peter's Hospital, as soon as 
possible. Post vacant August 15 (3$22) 


STAFFORD HOSPITAL MANAGEMENT 
COMMITTEE 


SENIOR HOUSE OFFICER 
(Obstetrics and Gynaecology) 
Married accommodation available Applications 
to Group Secretary, Stafford H.M.C., 13, Foresgate 


Street, Stafford (4205) 


THE UNITED LIVERPOOL HOSPITALS 
Women's Hospital 


Applications are invited for a post of 
SENIOR HOUSE OFFICER IN GYNAECOLOGY 
(Resident) 
for the year from October 1, 1957, to September 
~, 1958 Apply by August 21, on torms obtain 
able from the Secretary, the United Liverpool 
Hospitals, 80, Rodney Street, Liverpool, 1. (4670) 


UPTON HOSPITAL, Slough 


SENIOR HOUSE OFFICER 
Department of Obstetrics and Gynaccology 
required Post vacant September 3 Preference 
given to applicants with general and obstetric 
experience Applications, with names of two 
reterees, to Secretary by August 14 (4125) 


BRIGHTON AND LEWES HOSPITAL 
MANAGEMENT COMMITTEE 


New Sussex Hospital for Women and Sussex 
Maternity Hospital 


OBSTETRIC AND GYNAECOLOGICAL 
HOUSE SURGEON (Female) 
Gynaccological Department of 24 beds at New 
Sussex Hospital and relief obstetrical work at 
Sussex Maternity Hospital The post is mot yet 
recognized for DR.C.OG Applications, stating 
usual particulars, and giving two referees, to be 
sent to the Administrative Officer, New Susscx 
Hospital, Windicsham Road, Brighton, as soon 
as possibic (4586) 


HASTINGS AND ST. LEONARDS-ON-SEA. 
BUCHANAN HOSPITAL (94 beds) 


HOUSE SURGEON 
required for 28 gynaecological beds in hospital in 
course of being changed into unit for obstetrical 
and gynaccologica! patients only Post is vacant 
September 8, and recognized for MRCOG 
Candidates for pre-registration service (suracry) can 
be considered. Apply. giving names and addresses 
of three referees, to Hospital Administrator. (4506) 


HULL (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Hall Royal Infirmary (Sutton) 


Applications are invited for the post of 
GYNAECOLOGICAL HOUSE SURGEON 
(House Officer grade) 
vacamt now. National salary scale and conditions 
Six-monthly appointment, terminable by onc 
month's notice either side Applications to the 
Hospital Secretary, Hull Royal Infirmary, Hull! 

(4029) 


KING'S LYNN AREA HOSPITALS 
MANAGEMENT COMMITTEE 


West Norfolk and King’s Lyan General Hospital 


Appiications are invited from medical practi- 
tioners, qualified or pre-registration, for the post of 
RESIDENT HOUSE SURGEON 
(Obstetrics /Gy naecology) 

Appointment will be for six months in the first 
instance. Post vacant mid-September. Eight resi- 
dents employed Applications, with names and 
addresses of two referees, to be forwarded 
immediately to the Group Secretary of the above 
Committee, c/o St. James’ Hospital, King’s Lynn 
Norfolk (4507) 


SOUTH LONDON HOSPITAL FOR WOMEN 
AND CHILDREN, Clapham Common, §.W.4 


Applications are invited from pre-registration and 
registered female medical practitioners for the 
appointment of 

GYNAECOLOGICAL HOUSE SURGEON 


Vacamt October 7, 1957. Recognized for the 
M.R.C.0O.G. Application forms from the Secre- 
tary (4508) 


SOUTH LONDON HOSPITAL FOR WOMEN 
Clapham Common, 8.W.4 


Applications are invited from pre-registration and 
registered a medical practitioners for the 
appointment of 

OBSTETRIC HOUSE SURGEON 
Recognized for the MR.C.O.G. Appointment is 
for six months from October 23, 1957. Forms of 
application from the Secretary (4509) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 20 
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Obstetrics and Gynaecology—contd. 


BURTON GENERAL HOSPITAL and 
ANDRESSEY HOSPITAL, Burton-on-Trent 


HOUSE SURGEON 
aad 


(Gy Obstetrics) 
required mmmediately Post recognized for pre- 
registration purposes Apply Group Secretary 

(Pr.4309) 


CHESTER ROVAL INFIRMARY 


Applications are invited for the post of 
RESIDENT HOUSE SURGEON (Gynaecological) 
vacant now The post is recognized for pre-reeis- 
tration service Applications, togethcr with the 
names and addresses of two referees. should be 
forwarded to the Hospital Secretary (Pr 4609) 


GLOUCESTERSHIRE ROYAL HOSPITAI 
(City Maternity Hospital, 50 beds) 


OBSTETRICAL HOUSE SURGEON 
required. Post, which is vacamt mid-September. is 
recognized for pre-registration service and 
DRCOG Applications, naming two referees 
' Secretary, Royal Hospital, Southgate Street 
Gioucester (Pr.4671) 


SOUTH-WEST MIDDLESEX HOSPITAL 
MANAGEMENT COMMITTEE 


Perivale Maternity Hospital, Greenford 


HOUSE OFFICER 
Vacant October 1 Post recognized for Member- 
ship and Diploma in Obstetrics Preference given 
t© person secking second pre-registration post under 
Ncodica Act 1950 Applications to Group Sec- 
retary, West Mddiescx Hospital, Isleworth, Middle 
sex, by August 19 (Pr 4538) 


OPHTHALMOLOGY 
LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR IN OPHTHALMOLOGY 
Halifax Group (11 eye beds). Applications, stating 
age. qualifications and details of present and 
previous appointments (with dates), together with 
the mames and addresses of three referees, to the 
Secretary, Joint Registrars Committec, Park Parade 
Harrogate, by August 15, 1957 (4207) 


MOORFIELDS EVE HOSPITAL 
City Road Branch, London, E.C.1 


Applications are invited for the post of 
SIXTH HOUSE SURGEON (Regi.trar) 
(non-resident) The appointment is for a period 
of four months from November 1, 1957, and the 
holder of the post at the completion of that ume 
will be cligible for appointment as Fifth, Fourth 
Third. Second Resident Surgical Officer and subse- 
quently as Senior Resident (Officer for similar 
periods Applications should be submitted on thx 
fficia form, obtainab from the undersigned 
stating age and qualifications, togcther with testi 
moniais and photograph, and be received nor later 
han August 23, 1957 4.1. M. Tarram, House 
Governor (4895) 


OXFORD REGIONAL HOSPITAL BOARD 


REGISTRAR IN OPHTHALMOLOGY 
(resident of non-resident) 
to Northampton Genera! H «pita A new depart 


ment of 32 beds is being opencd Applications 
on forms oMainable from the Secretary, Registrar 
Committee 43. Banbury Road, Oxford, should 
reach him by August 31, 1957 (4510) 


SUSSEX EYE HOSPITAL, Brighton (56 beds) 


HOUSE SURGEON 
required. Vacant end September Recognized for 
FRCS and DO Successful applicant will be 
nsidered for senior post (Senior House Officer) 


m completion of six months Applications. stating 
age, qualifications and experience. and naming two 
referees, to the Administrative Officer (4244) 


ORTHOPAEDICS 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


CONSULTANT ORTHOPAEDIC SURGEON 
three half-days a weck, Hareficid and Northwood 
Group of Hospihas Duties mainivy concerned with 
trauma at Mount Vernon Hospital, Northwood 
Middlesex (551 beds), which may be visited by 
direct appointment Application forms obtainable 
from, and returnable Secretary, North-West 
Metropolitan Regional Hospital Board. Ila. Port 
land Place, W.1. before September 16, 1957. (4615) 
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CREWE & DISTRICT MEMORIAL HOSPITAL 


REGISTRAR (Orthopaedic Department) 
required Modern theatres and accident depart- 
ment, incorporating every facility Full traumatc 
and orthopacdic service being developed Now 
vacant Salary and conditions as per regulations 
Applications, stating age, qualifications and cxperi- 
ence, together with names of three referees, to 
Group Secretary, South Cheshire Hospital Manage- 
ment Committee, Barony Hospital, Nantwich 

(4672) 


CROYDON GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


ORTHOPAEDIC REGISTRAR (Whole-time) 
non-resident, for duties involving both orthopacdic 
and fracture work, mainiy at Croydon General 
Hospital (200 beds) and Puriey Hospital (53 beds) 
Previous orthopacdic experience casential and 
possession of a higher surgical qualification desir- 
able Post vacant October 1! Application forms 
‘btainable from George A. Paines, Group Secre- 
tary. Hospital Management Committee, General 
Hospital, London Road, Croydon (4450) 


EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


ORTHOPAEDIC REGISTRAR 
King’s Lynn Hospital Group Main hospitals 
West Norfolk and King’s Lynn General and St 
James's Hospita King’s Lynn Appointment for 
me year. renewable for second year Applications 
Stating age. experience, and the names of three 
referees, to Board's Senior Administrative Medical 
Officer, 117. Chesterton Road. Cambridac by 
August 19, 1957 Candidates invited to visit hos- 
pitals by direct arrangement with H.M.C. Secre- 
tary, St. James's Hospital, King’s Lynn (4511) 


HAROLD WOOD HOSPITAL, Harold Wood, 
Essex 


ORTHOPAEDIC REGISTRAR (Resident) 
Recognized for F.R.C.S Dutics include genera! 
supervision of Casualty Department Appointment 
review after one year Application 
forms from Secretary, N.E. Metropolitan Regional 
Hospital Board, Ita. Portland Place, W.1, to be 
returned by August 24 (4616) 


MANCHESTER REGIONAL HOSPITAL BOARD 
Hope Hospital, Salford 
Salford Hospital Management Committee 


ORTHOPAEDIC REGISTRAR 
required mid-September, 60 adult and children’s 
beds Duties also at Salford Royal and Roya 
Manchester Children’s Hospitals Applications to 
Group Secretary. Salford Royal Hospital, Salford 
3, before August 1957 (4527) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Bournemouth and East Dorset Hospital 
aa 


Applications are invited for the appointment of 
REGISTRAR IN ORTHOPAEDIC SURGERY 
for the above hospital group consisting of 15 hos- 
Pitals with 1,638 beds The post. which becomes 
vacant on October 21, 1957, is tenable for one 
year in the first instance The orthopaedic work 
s conducted maijniy at the two major hospitals in 
the group, viz.. Royal Victoria Hospital, Bourne- 
mouth. and Poole General Hospita Poole, with 
100 orthopaedic beds and large out-patient depart- 
ments covering both traumatic and non-traumatic 
orthopacdics in all branches, in children and adults 
Forms of application may be obtained from the 
Group Secretary, Bournemouth and East Dorset 
HM. Office, Royal Victoria Hospital 


Gloucester Road, Boscombe Bournemouth, and 
must be returned to him within seven days of the 
appearance of this advertisement (4451) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointment, which wil!) be for one year in the 
first instance 

SENIOR REGISTRAR IN ORTHOPAEDICS 
based at the Victoria Infirmary, Glasgow. and with 
duties at Philipshill Hospital, Renfrewshire Appli- 
cations (12 copies), stating date of birth, qualifi 
cations, experience, present appoimtment, and the 
names of three referees. to reach the Secretary 
Western Regional Hospital Board. 64, West Regent 
Street, Glasgow, C.2, by August 24, 1957 (4661) 


CUMBERLAND INFIRMARY (331 beds) 


Applications are invited for the following 
SENIOR HOUSE OFFICER 
appointment, which is now vacant Orthopacdics 
Apply to Group Sccretary, Cumberland Infirmary, 
Carlisle. (4211) 


10, 1957 


DARLINGTON MEMORIAL HOSPITAL 


SENIOR HOUSE OFFICER (Orthopaedics) 

Post vacant end of August Applications are 
invited for the above post (male or female practi- 
tioners) Hospital recognized for study of the 
F.R.C.S(Edin.). Salary £819 10s. per annum, icss 
deduction of £150 per annum for residential emolu- 
ments. Post tenabic for six or twelve months, and 
is renewable annually Apply. with references, 
stating age and experience, to the undersigned 
G. W. Beckwith, Group Secretary (4332) 


FARNBOROUGH HOSPITAL, Kent (800 beds) 


ORTHOPAEDIC SENIOR HOUSE OFFICER 
required for one year from September 26. Recor- 
nized for F.R.CS Apply, stating age, qualifica- 
tions (with dates), and experience, and naming 
three referees, to Administrative Officer (4364) 


HULL (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Hull Royal Infirmary 


Applications are invited for the post ot 
ORTHOPAEDIC HOUSE SURGEON 
(Senior Howse Officer gerade) 

Vacant now. National salary scale and conditions 
Six-monthly appomtment, terminablie by one 
month's notice cither side Applications to the 


Hospital Secretary (4853) 
PEMBURY HOSPITAL, Pembury. 
near Tw Wells 


Applications invited for appointment ot 

HOUSE SURGEON (Senior Howse Officer) 
to Orthopaedic Unit. Post vacant September 23, 
1957. Recognized F.R.C.S(Eng.). and tenable for 
one year Includes treatment of long- and short- 
stay cases and traumatic surecry with large out- 
patient and fracture clinics under two Consultants. 
Apply. stating age, qualifications and experience, 
together with three testimonials, to Group Secre- 
tary, Sherwood Park, Pembury Road. Tunbridee 
Wells (3973) 


PINDERFIELDS GENERAL HOSPITAL 
V akefield 


SENIOR HOUSE OFFICER 

required for the Orthopaedic Department. Salary 
£819 10s. per annum £150 per annum chareed 
for accommodation Address written applications, 
giving full particulars of experience and two names 
and addresses for reference, to W. Bowring, Group 
Secretary, Pinderficlds General Hospital, Wakeficid 

(4004) 


PRINCESS MARGARET ROSE ORTHOPAEDIC 
HOSPITAL, Edinburgh 


Applications are invited from registered medical 
practitioners for appointments as resident 
SENIOR HOUSE OFFICERS 
for periods of 12 months or six months com- 
mencing October 1, 1957. National Health Service 
scale Applications, stating age, qualifications and 
experience, and names of two referees, to be sent 
to the Secretary, Edinburgh Central Hospitals, |, 
Rilibank Terrace. Edinbureh, 9 (4639) 


ROYAL ALBERT EDWARD INFIRMARY 
Wigan (200 beds) 


SENIOR HOUSE OFFICER IN ORTHOPAEDIC 
SURGERY 

Post now vacant Applications to Secretary 

(4254) 


ROYAL CORNWALL INFIRMARY, Truro 
Orthopaedic and Accident Department of 120 beds 


SENIOR HOUSE OFFICER 
required for August 15 The post offers ercat 
experience in orthopaedic and accident surgery, 
covering most of the County of Cornwall! with 
out-patients” clinics of seven periphera) hospitals 
Applications, stating nationality, agc, qualifications 
and experience, together with two recent references 
to be addressed to the Hospital Secretary, Royal 
Cornwall Infirmary, Truro (3817) 


ST. ALFEGE’S HOSPITAL, Greenwich, S.E.10 
(367 beds) 
Recognized for F.R.C.S. examination 


RESIDENT SENIOR HOUSE OFFICER 
(Orthopaedics and General Surgery) 
vacant approximately mid-August, 1957 Six 
months’ appointment (renewabic) Applications 
and testimonials to Secretary, G and D. H.MC 
at above hospital (4564) 


VICTORIA INFIRMARY, Glasgow 


Applications are invited for the post of 
SENIOR HOUSE OFFICER IN ORTHOPAEDICS 
for duties at the Victoria Infirmary and a laree 
unit at the Victoria Auxiliary Infirmary, Philips- 
hill The post. which is tenable for one year, is 
resident at Philipshill Applications, with names 


of two referees. to the Secretary, Board of Manage- 
ment for Glasgow Victoria Hospitals, 24, St. Vin- 
cem Place, Glasgow. C.1 (4587) 


AuaG. 10, 1957 


Orthopaedics—contd. 


WANDSWORTH HOSPITAL GROUP 
St. Jame,’ Hospital, Balham, 5.W.12 


SENIOR HOUSE OFFICER 
(Orthopaedic and Trauma) 
Post recognized for F.R.C.S. Vacam September 


13 Applications stating age qualifications 
expericnce, and two referees, to Group Secretary 
at above address by August 21 (0381) (4897) 


BRITISH MEDICAL JOURNAL 


BLACKPOOL VICTORIA HOSPITAL (354 beds) 


HOUSE OFFICER 
(Orth dic and T lic Serger)) 
Resident, pre-registration post, recognized for 
F.R.CS.. available from October 1, 1957, in the 
main acute gencral hospital serving the Blackpoo! 
and Fyide area Applications, staunmg age. experi- 
ence Gf amy), and giving the names and addresses 
f two referees, should be sent to the Hospital 
Secretary (Pr.4452) 


WESTERN INFIRMARY. Glasgow, and 
KILLEARN HOSPITAL ORTHOPAEDIC UNIT 


SENIOR HOUSE OFFICER 
required at Killearn Hospital commencing August 
1. 1957. Salary £819 10s. per annum. jess a charee 
of £150 for board and lodg ne. This post affords 
excelient experience in a wide variety of ortho- 
Pacdic and accident surgery in a sector orthopacdic 
unit which is associated with the University Depart- 
ment of Orthopacdics Applications, giving full 
Particulars of experience, together with the names 
and addresses of two referees, should be sent to the 
Secretary, Board of Management. Glasgow Western 
Hospitals, 10, Park Circus, Glasgow, within ten 
days of the appearance of this advertisement 
(4637) 


WRIGHTINGTON HOSPITAL, sear Wigan 


SENIOR HOUSE OFFICER 
required, to commence cnd of September 247 
beds for orthopacdics. mainly tuberculosis. Salary 
and board charges in accordance with national 
scales Applications to Secretary, with two 
references (4546) 


SOUTHAMPTON, ROYAL SOUTH HANTS 
HOSPITAL (274 beds) 


ORTHOPAEDIC HOUSE SURGEON 
(Post recognized for pre-registration and tenable 
for six months), and 
SENIOR HOUSE OFFICER (Orthopaedic) 
The hospital is the centre to which ali trauma 
from a large industrial town and port is directed 
thus providing excellem experience in the treatment 
of traumatic conditions. Patients with orthopacdic 
conditions are also drawn from a wide area. Appli- 
cations, with copies of testimomals, should be sent 
as soon as possible to the Group Secretary, South- 
ampton Group Hospita} Managemem Commitice. 
Bullar Strect, Southampton (4680) 


LAW HOSPITAL. Cartwke, Lanarkshire 


Applications are invited for the post of 
HOUSE OFFICER 
(pre- or post-registration) 
for the six months commencing August |. 1957 
Applications, stating age, qualifications and previous 
experience, together with the names of two referces, 
should be submitted to the Group Medical Super- 
intendemt, Law Hospital, Carluke (4581) 


WESTERN INFIRMARY. Glasgow, and 
KILLEARN HOSPITAL ORTHOPAEDIC UNIT 


HOUSE OFFICER (pre-registration post) 
required at Killearn Hospital commencing August 
1, 1957. Salary for first post £467 10s... second 
post £522 10s.. third post £577 10s. per annum 
less a charge of £125 for board and lodging 
Applications together with the names and 
addresses of two referees. should be sent to the 
Group Medical Superintendemt, Western Infirmary 
Giasgow, W.1. within ten days of the appearance 
of this advertisement (4638) 


WESTWOOD HOSPITAL. Beverley, Yorkshire 
(229 acute beds) 


ORTHOPAEDIC HOU SE SU — 
(First. second or third 
Vacant now Offers good opp« for general 


experience in busy acute general hospital Ap- 
proved pre-registration post Fully registered 
practitioners may apoly. Recognized for F.R.C.S 
Apply. Group Secretary (4138) 


BARNET GENERAL HOSPITAL 
Welthouse Lane, Barnet, Herts 


RESIDENT HOUSE SURGEON 
Department of Orthopacdic Surgery Pre-registra- 
tion post, now vacant Recognized for FRCS 
Detailed applications. with copies of two recem 
testimonials, to Hospital! Secretary (Pr.7662) 


IPSWICH AND EAST SUFFOLK HOSPITAL 
Anglesea Read Wing (356 beds) 


Applications are invited for the post of 
HOUSE SURGEON 
to the Eracture and Orthopaedic Department 
Approved pre-registration post Applications, with 
copes of recent testimomals, to the Hospital 
Secretary (Pr.9833) 


OLDCHURCH HOSPITAL, Romford, Essex 
(722 beds) 


ORTHOPAEDIC HOUSE SURGEON (Resident) 
required in the Orthopaedic and Accidem Unit 
immediately The service consists of 100 beds 
divided between traumatic surgery and 

old ™ orthopaedics. Post is recognized for pre- 
registration purposes and for F.R.C.S Applica- 
tions to be sent to Group Secretary. Romford 
H.M.C., Oldchurch Hospital (Pr 9498) 


RHYMNEY AND SIRHOWY VALLEYS 
HOSPITAL MANAGEMENT COMMITTEE 


—_ REGISTRATION HOUSE OFFICER 
s and General Sergery) 
at Hospital (226 beds for acute 
general medicine and surgery). Apply immediately, 
with names of referees, to the Group Secretary, 
Central Offices. Caerphilly Road, Ystrad Mynacn, 
Glam (Pe 4312) 


PAEDIATRICS 
MANCHESTER REGIONAL HOSPITAL BOARD 


Bury and Rossendale and | Rochdale and District 
Hospital Management Committccs 


Applications are invited for the post of 

REGISTRAR IN PAEDIATRICS 
which is now vacant The successful applicant, 
who may be either resident or non-resident, will 
have duties im the nconatal departments and 
children’s units at hospitals in the above Groups 
which are recognized for the D.C.H. The person 
appointed to the post will supervise the work of 
Senior House Officers in both Groups and assist 
the Consultant Pacdiatrician. Apply, stating full 
details of experience and qualifications, together 
with two referees. to H. Wilkinson, Group Secre- 
tary, Bury Genera! Hospital. Bury. Lancs. (4635) 


NOTTINGHAM CHILDREN’S HOSPITAL 
(136 beds) (Recognized for the D.C.H.) 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Medical) 
Vacant carly September. The post is tenable for 
six months or a year by agreement Applications, 
with copies of two testimomals, should be sent to 
the Sceretary, Nottingham Children’s Hospital 
Chestnut Grove, Nottingham (4588) 


QUEEN ELIZABETH HOSPITAL FOR 
CHILDREN MANAGEMENT COMMITTEE 
Hackney Road, Shadwell, E.!, 
Banstead, Serrey 
TWO RESIDENT MEDICAL OFFICERS 
(Male or Female) (graded Senior House Officers) 
One at Hackney Road and one at Banstead. Appli- 
cations are invited for the above appointments, to 
become vacant November 1, 1957 Candidates 
must have had experience in the treatment of sick 
children The appointments will be for one year 
Application forms may be obtained from the Sec- 
retary at Hackney Road, and should be returned, 
with copies of not more than three testimonials 
not later than August 29, 1957 (4522) 
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WARRINGTON GENERAL HOSPITAL 
(M4 

Applications are invited for the post of 
SENIOR HOUSE OFFICER (Paediatrics) 
(Male or Female) (Post recognized for D.C.H.) 
The post will become vacant on October |, 1957 
Scale of salary £819 10s. per annum, lew a 
deduction of £150 per annum for = residentiai 
emoluments Applications to be forwarded to 
Henry L. Boot, Group Secretary, Warrington and 
District Hospital Management Commitice. ¢ 
General Hospital, Warrington, Lanc (4054) 


GENERAL HOSPITAL, Southend-on-Sea 


Applications are invited from fully registered 

practitioners for the post of 
RESIDENT HOUSE PHYSICIAN 
(House Officer grade) 

Post vacam September $, 1957 Appointment 
primarily to Pacdiatric Departmen. with dutics in 
Cardiological and Skin Departments. Post recor- 
nized for Applications, stating age, quali- 
fications and previous experience, with copies of 
recent testimonials, should reach the undersigned 
at the hospital as soon as possible —) C. Field, 
Secretary (4286) 


HULL “A” GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 
HOUSE PHYSICIAN (Paediatric Unit) 

Dutics at the Victoria Hospital for Sick Child- 
ren for three months, followed by three months 
on the pacdiatric wards, Western General Hospital 
An interesting and varied post which includes out- 
Patient and casualty work This appointment, 
which commences on October 1. 1957. is recognized 
for th DC.H Apply, giving experience, testi- 
monials. etc.. to the Secretary, Western General 
Hospital, Anlaby Road, Hull (4164) 


READING AND DISTRICT 
MANAGEMENT COMMITT 


Royal Berkshire Hospital, Reading (398 beds) 


Applications are invited from registered and pro- 
visionally registered medical practitioners for the 
resident post of 

HOUSE PHYSICIAN 
in the Pacdiatric Department, vacant September 1. 
1957, and tenable for six months. Write, stating 
age. qualifications (with dates), nationality. present 
post, with copy of one recent testimonial, to 
Secretary (3941) 


STOKE MANDEVILLE HOSPITAL, Aylesbury, 
Bucks (609 beds) 


HOUSE PHYSICIAN 
for the Paediatric Department. (18 medical beds.) 
The post qualifies for D-C.H. Additional! duties in 
Infectious Diseases Unit, Plastic Unit and Out- 
patients” Department Royal Buckinwhanrshire 
Hospital. Recognized pre-registration post. Appli- 
cations from registered practitioners will be con- 


sidered. Post vacant September 3, 1957. Interview 
August 22. Applications, with copies of two testi- 
monials, to the Administrative Officer. Closing 
date August 13. (4463) 


THE QUEEN ELIZABETH HOSPITAL FOR 
CHILDREN MANAGEMENT COMMITTEE 
Hackney Road, F.2, Shadwell, E.1, and 
Banstead Wood, Surrey 


HOUSE OFFICER 

Appointment will be made for two consecutive | 
periods of six months, commencing October 1, 1957." 
First period (Hackney Road) as House Physician, 
and second as House Surgeon (Hackney Road) and 
Casualty Officer (Shadwell). Application forms may 
be obtained from the Secretary at Hackney Road, 
and should be returned, with copies of not more 
than three testimonials, not later than August 19 
1987 (4358) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 20 
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PATHOLOGY 
NEWCASTLE REGIONAL 


BRITISH MEDICAL JOURNAL 


NORTH MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE 


HOSPITAL BOARD 
Crumpsall Ho pital, Manchester, 8 
ASSISTANT PATHOLOGIST (S.H MLO. status) 
for Hartlepootls group of hospitals Main hospitals Applications are invited for the post of 
G ai), West Hartiepoot (466 beds), Hartlepools RESIDENT CLINICAL PATHOLOGIST 
ii? j Cam n (73 beds Appointment ‘Senior House Officer) 
wh n f part-m for minimum f nine Vacant October 1! 1957 Tenab for ome year 
notional half-days per week Furth particulars and presents portunities for gaining expericn 
from Cons ant Pas gist Genera Hospital na branches of Clinical Pathology Prev 
West Hart ylications, with names and | xperien n path gy not esscntia Applica 
addresses of three referees S.A.M.O.. Regiona | tions, with two referees, by August 19, 195 t 
Ho Bosrd, Benfield Road. Newcast pon | Group Secretary, Crumpsall Hospital, Manct 
Tyne, 6, within 28 days (4513) | 4514 
WALSALL GROUP OF HOSPITALS , 
ST. LUKE'S HOSPITAL, Guildford 
WHOBE-TIME ASSISTANT PATHOLOGIST | 
£1,653 t%. t @2 per | SENIOR HOUSE OFFICER 
Cune Jutics with specia st in bacteriology | Group Pathology Laboratory 
and for chemistry mainly at Walsa Gencra Post yen September Applications 
‘Sister Dora) and St. Margarct Hospitals Wide with two refe s. to H i Secretary, St. Luke's 
ex pecialty ‘high qualifications required Hospital, Guildford (4453) 
Fift ’ pics ap ation, Naming thr referees | 
to Secretary. R.H.B.. 10, Augustus Road, B rmine- 
ham by September 9 Candidates may visit 
bam. | PHYSICAL MEDICINE 
CHELMSFORD AND ESSEX and ST. JOHN'S 
W. 
HOSPITALS, Chelmsford, Essex THE MIDDLESEX ROSPETAI 
. lications invited f c post of 
revious experience in pathology essential. Dutics ASSISTANT PHYSICIAN 
“ include routine histological reporting. A | to the Departmen of Physica Medicine and 
ment «ut tt review after one year Rheumatism Consultant) for seven half-days 
tion form from Secretary NE Metropolitan weekly Candidates must be Fe ws of Members 
Regional Hospital Board, Ila, Portiand Place. W.1 f the Royal Cx ge Of Physicians of London 
to be ret vcd by August 24 (4617) Applications, naming three referees, should be sent 
7 to der Sur nt 
QUEEN CHARLOTTE’ S MATERNITY 


HOSPITAL 
Bernhard Baron Memorial Research Laboratories 
A REGISTRAR IN PATHOLOGY 


* req ed at the above laboratorics revious 
specialized apericnce ts essentia The 
succe i andidate will ha pportunities to work 
in all departments. will receive specialised training 
in x ry and later may assist in research work 
The st ia residen Applications to the House 
Governor at the hospital, on forms obtainable from 
139. Goldhawk Road. London, W 6. within 14 days 

(4658) 
SOUTH-WEST METROPOLITAN REGIONAL 

HOSPITAL BOARD 


Redhill County Hosoival, Eartswood Common, 
Redhill, Serrey 


REGISTRAR EN CLINICAL PATHOLOGY 


For appointment to Group Laboratory Post 
xpected to me Novembe 1957 
Visits yy ifraneement with Group Pathologist 
te Redh Application forms from 
Growp Secretary, above address (4464) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointment. which will be for one year in the 
first’ instance 


SENIOR REGISTRAR IN PATHOLOGY 


based at the Southern General Hospital, Glasgow 
Applicatons (12 copies), stating date of birth 
qualifications. experience, present appointment. and 
the names of three referees. to reach the Secretary 
Western Regional Hospital Board. 64. West Reaent 
Street, Glasgow. C.2, by August 24, 1957 (4662) 
DUDLEY ROAD HOSPITAL. Birmingham, 18 


JUNTOR PATHOLOGIST (U.H.M.0.) 


Non-resident Vacamt October 1. Recognized for 
Dip. Pathology Post offers wide experience in al! 
branches. Detailed applications to Group Secretary 


(4623) 


BLACKBURN AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


SENTOR HOUSE OFFICER (Pathology) 
required for duties at Royal Infirmary. Blackburn 
(Group Laboratory but may also be required for 
duties at Queen's Park Hospital, Blackburn. and 
Victoria Hospital Accrington, at Consultant's 
discretion Recognized for D. Path Post vacant 
October 2, 1957 Applications, with names of two 
referees. to Group Secretary, H.M.C. Office, Roval 
Infirmary. Blackburn (4465) 


CHELTENHAM GROUP HOSPITAL 
MANAGEMENT COMMITTEE 
Applications are invited from registered mic uical 
practitioners for the post of 
RESIDENT SENIOR HOUSE OFFICER 
IN PATHOLOGY 


the successful applicant w work in the Group 
Laboratory at the Cheltenham General Hospital 
Salary in accordance with Whiticy Counci! terms 
and conditions of service < post is tenable for 
me year in the first instance Applications, with 
the names of three referees. to be forwarded to 
the undersiened forthwith, stating age. qualifica- 
tons and experience —Stanicy T. Davis, Group 
Secretary, General Hospital, Cheltenham (4531) 


PLASTIC SURGERY 
MANCHESTER REGIONAL HOSPITAL BOARD 


Seoth Manchester H.M.C. 
The Board invite applicatix from registered 
medical practitioners for the of 
REGISTRAR IN PLASTIC SURGERY 

argcly at the unit at 
which hospitai 
in addition, the 
hospitals where 
the direction 
stating age 
togcther 


ns 


post 


main plastic 


a gencra 


The duties are 
Wythenshawe Hosp.ta 
other 
carried ut under 
Appiications 
qualifications. present post, and experience 
with the names of two referees. to the Group 
Secretary, Withington Hospital, Manchester, 20 
immediatcly (4379) 


the Consultants 


THOMAS HOSPITAL and the HOSPITAL 
FOR SICK CHILDREN 
Great Ormond Street, London, 


ST. 


There will be a vacancy on November 1, 1957 


for a 
SENIOR REGISTRAR io Plastic Surgery 

The post is full-time and non-resident The 
successful candidate will be required to devote six 
sessions per week to St. Thomas’ Hospital and five 
sessions to the Hospital for Sick Children. Further 
par viars and forms of application. which must 
be rcturned om later than August 27. 1957. may 
be obtained from the undersigned H F Ruther- 
ford, House Governor and Secretary, the Hospital 
for Sick Children (4560) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointment. which will be for one year in the 
first instance 
SENIOR REGISTRAR IN PLASTIC SURGERY 
at the Royal and Western Infirmarics, Glasgow 
for dutics with the Regional Consultant in Plastic 
Surecry Applications (12 copies), stating date of 
birth, qualifications, cxperien present appoin’ 
mem. and the names of three referecs. to reach 
the Secretary. Western Regional Hospital Board 
64. West Regem Street, Glasgow, C.2. by August 
24. 1957 (4663) 


PSYCHIATRY 
EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


CONSULTANT PSYCHIATRIST (who'e-time) 
St. Andrew's Hospita Thorpe, Norwich (1.250 
beds) Hospital provides wide range of modern 
trcatments and out-patient services at gencral hos- 
Pitals in the area D.P.M. of equivalent higher 
qualification necessary House available Appli 
cations (cieht copies), stating age. experience, and 
f three referces Board's Sen or Adm nis- 
Medical Officer, 117, Chesterton Road. Cam- 
by August 19, 1957. Candidates are invited 

the hospital by direct arrangement with 
(4652) 


to view 


the Medical Superintendent 


AuG. 10, 1957 


ALL SAINTS’ HOSPITAL, Birmingham 


WHOLE-TIME ASSISTANT PSYCHIATRIST 
(S.H.M.O.) 
Opportunity for work in research 
with Birmingham University Consderabic 
ality essentia Fifteen copic 
three referees. to Secr 
Augustus R Birnmun 
Candidates h 
MANCHESTER REGIONAL HOSPITAL BOARD 


conjunction 
experi- 
app 
RHB 10 
Sepiember 9 


(4053) 


may visit 


NON-RESIDENT ASSISTANT 
(S.H.M.LO.) 


WHOLE-TIME. 
PSYCHIATRIST 


to the Stockport and Buxton Hospital Centre 

mainly at Stepping Hill Hospital (535 beds) and 

St. Thomas’ Hospita 446 b 

possibly with some duties in the 

Glossop Group of Hospitals ar 

(Mental) Hospital Good xpe 

D.P.M_ desirable Appointec < 

Consultam, and to live in of 

Application forms, from the Senior Admin ative 

Medical Officer to the Board, Checetwood ad 

Manchester, 8. to be returned by August 19, 1957 
(4566) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


D PSYCHIATRIST 


Senior Hospital Medic Officer grade. six half-days 
a week Hertfordshire Child Guidance Service 

Applications will be comsidered for six. four or two 
half-days a week. and candidates should state for 
which they are applying Candidates may vieit by 
ippointment with the Medica Director. Child 
Guidance Climc, Hill End. St. Albans Applica- 
tion forms obtainable from. and returnable to 

Secretary, North-West Metropolitan Regional 
vital Board, Ila, Portland Place, W.1. before Sep- 
tember 11, 1957 (4618) 


LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR IN PSYCHIATRY 
Oulton Hall Hospital, near Wakefield (272 beds) 
and «affilmted mental deficiency colonies Non- 
desired facilit for attendance at 
University will be provided if the 
candidate is studying for the DPM 
ons stating Age qualifications and 
resent and previous appointments (with 
together with the names and addresses of 
referees, to the Secretary Joint Registrars 
Committee, Park Parade, Harrogate. by August 
(4515) 


18, 1957 
LEEDS REGIONAL HOSPITAL BOARD 


esident If 
the 


suce 


cs 
Leeds 


sstu 


REGISTRAR IN PSYCHIATRY 

Stanley Royd Hospital. Wakeficid (2,000 beds) 
Facilities for attendance at the Leeds University 
will be provided if the successful candidate is study- 
ne for the D.P.M Accommodation may be 
abie Appiications, stating agc. qualifications 
details of present and previous appointments 
dates together with the names and 
three referees, to the Secretary, Joint 
Committee. Park Parade, Harrogate, by 
1957 


avail- 
and 
(with 
addresses of 
Registrars 
August 1% 
(4216) 


LEEDS REGIONAL HOSPITAL BOARD 


SENIOR REGISTRAR IN PSYCHIATRY 
Staniey Royd Hospital. Wakefield (2.000 beds) 
Associated Clinics It is amticipated chat the 
cessful candidate wil| undertake two clinical 
sions (which may include research) in association 
with the Department of Psychiatry of the University 
of Leeds Candidates must hold the D.P.M_ or 
equivalent qualifications Married accommodation 
may be available Applications, stating age. quali- 
fictions and details of present and previous ap- 
pointments (with dates), together with the names 
and addresses of three referecs, to the Secretary 
Joimt Registrars Committee, Park Parade, Harro- 
gate, by August 23, 1957 (4214) 


NORTHERN IRELAND HOSPITALS 
AUTHORITY 


and 
suc 


ses- 


APPOINTMENT OF REGISTRARS 

The Authority invite applications for two 

time posts Registrar in Psychiatry under 
Special Care Scheme for persons suffcring 
arrested or incomplete development of mind The 
terms and conditions will be in accordance with 
the application of the Spens Report to Northern 
Ireland Applications to be made on a form 
*btainable (with further particulars) from the Sec- 
retary Northern Ircland Hospitals Authority 
44-46. Queen Street. Belfast. and to returned 
not later than August 28, 1957 (4673) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


whole- 
their 
from 


as 


be 


Mapperiey Hospital, Nottingham (1.078 
WHOLFE.TIME REGISTRAR (Psychiatry) 


required House or single quarters available 
Appointment for once vear in first ins:ance Anply 
to Secretary. Sheffield Regional Hospital Board, 
Old Fulwood Road. Shefficid. by August 19. 1957 
givine age, nationality, qualifications, present and 
previous appointments (with dates), naming three 
referees (4466) 


AuG. 10, 1957 
. 
Psy chiatry—contd. 
SHELTON HOSPITAL, Shrewsbury (972 beds) 


SENIOR REGISTRAR IN PSYCHIATRY 
Wide experience specialty and higher qualifica- 
on required Resident Single or married 

accommodation available. Successful candidate may 
subsequently be required to spend not more than 
tw years in a selected hospital of the United 
Birmingham Hospitals in accordance with arrange- 
interchange of senior registrars 
agreed by the Board Application forms from Sec 
retary, R.H.B.. 10, Augustus Road. Birmingham 
1S. to be returned by August 26, 1957. Candidates 
may visit hospital (4516) 


SHREWSBURY HOSPITAL GROUP 


REGISTRAR, PSYCHIATRY 
Shelton Mental Hospital Whole-time Previous 
experience gencral medicine desirabic Applica- 
tion forms from Secretary, Shrewsbury H.M ( 
Royal Salop Infirmary, Shrewsbury, to be returned 
by August 19 $7 (4817) 


THE UNITED BIRMINGHAM HOSPITALS 


Appi.cations are invited for the post of 
PSYCHIATRIC REGISTRAR 
(Senior Regisirar or Registrar grade, according to 
qualifications and experience) 
to the United Birmingham Hospitals. The appoint- 
ment, tenable at the Queen Elizebeth and Midland 
Nerve Hospitals, will be for one year in the first 
nmstance, subject to annual review The successful 
candidate, if appointed as Senior Registrar, may 
subsequently be required to spend not more than 
two years in a selected hospital of the Birmingham 
Regional Hospital Board. in accordance with an 
arrangememt for the interchange of Registrars 
between the two Boards. Candidates should hold 
th DPM Application forms can be obtained 
from the Secretary, the United Birmingham Hos- 
pitals, Queen Elizabeth Hospital. Birmingham, 15 
and should be returned by August 24, 1957. (4584) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointments, which will be for one year in the 
first instance 

REGISTRAR IN PSYCHIATRY 
for duties on a rotational basis at Belisdyke Menta! 
Hospital. Larbert, and H.M. Institution, Polmont 
REGISTRAR IN PSYCHIATRY 
based at Stobhill General Hospital, Glasgow 
Applications (12 copies), stating date of birth 
qualifications, experience, present appointment, and 
the names of three referees, to reach the Secretary, 
Western Regional Hospital Board, 64, West Regent 
Street, Giasgow, C.2, by August 24, 1957 (4664) 


BIRMINGHAM GROUP 9 HOSPITAL 
MANAGEMENT COMMITTEE 


WHOLE-TIME J.4.M.0O. 
for mental deficiency group of 1,400 beds. Scope 
for training in modern treatment methods. Recog- 
nized for D.P.M. Resident (single accommodation 
only) or non-resident Application forms may be 
obtained from the Secretary, Coleshill Hall Hos- 
pital, Coleshill, Birmingham (4467) 


BURTON-ON-TRENT HOSPITAL MANAGE- 
MENT COMMITTEE 


St. Matthew's Hospital. Burntwood, Lichfield, 
Staffs (1.330 mental beds) 


JUNIOR HOSPITAL MEDICAL OFFICER 
(Psychiatry) 
required Resident accommodation  availabic 
Facilities for taking a D.P.M. course at Birming- 
ham University Applications, with two references 
to the Medical Superintendent (4589) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Graylingwell Hospital, Chichester 


Applications are invited for the post of 

JUNIOR HOSPITAL MEDICAL OFFICER. 
The post, which is a trainee post, offers wide 
experience in ali branches of adult psychiatry, both 
in-patient and out-patient In addition to three 
out-patient clinics and other extra-mural activities, 
Graylingwell Hospital has an admission rate of 
over 1,100 patients a year, and it has Departments 
of Pathology. Psychology, Electroencephalography, 
Clinicat Research and Neurology The successful 
applicant will work under the direction of the 
senior medical staff and will also receive formal 
tultion® by the Director of Re-earch Accommoda- 
tion in the hospital is available for a single man 
or woman at £170 per annum Applications, 
giving detaiis of experience and the names of three 
referees, should be sent to the Medical Superin- 
tendent not later than two wecks after the appear- 
ance of this advertisement. (4532) 


. 


BRITISH MEDICAL JOURNAL 


NAPSBURY MENTAL HOSPITAL 
near St. Albans, Herts 


JUNIOR HOSPITAL MEDICAL OFFICER 
full-time, required Three years’ tenure Some 
experience in psychiatry desirabic Singie accom- 
modation availabic Apply to Medica! Superin- 
tendent by August 19, 1957 (4574) 


OXFORD, LITTLEMORE (Mental) HOSPITAL 
and ASHHURST CLINIC 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 
Previous experience as House Suracon or Ph»sician 
essential Previous psychiatric experience unneces- 
sary The physician appointed will work primarily 
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RADIOTHERAPY 
ROYAL FREE HOSPITAL 


SENIOR HOUSE OFFICER 
Radiotherapy Department 
Applications are invited for the post of. Resident 
Senior House Officer to the Radiotherapy Depart- 
ment Applicants should be registered medical 
practitioners, and the appointment is suitable for 
a candidate doing a postgraduate course in radio- 
therapy The appointment is for one year in the 
first instance Salary and conditions of service 
in accordance with the scale laid down by the 
Ministry of Health for Senior House Officers 
Duties to commence October 1; 1957. Application 
forms may be obtained from the Hospital Secre- 


tary, Royal Free Hosptal, Gray's Inn Road, 
n the Insulin Therapy Clinic and with a senior W.C.1, to whom they should be returned not later 
Consultant at out-patient clinics. There are ample than September 4, 1957 (4541) 
facilities for postgraduate study in a_ teaching cope 
gencral hospital Salary 18:9 10s. per annum 
Apply Physician Superintendent, Litthemore Hos- 
pital, near Oxford (4536) | SURGERY 

MANCHESTER REGIONAL HOSPTI \L BOARD 

RADIOLOGY PART-TIME (eight m.h.d.) CONSUL FANT 


LEEDS REGIONAL HOSPITAL BOARD 


PART-TIME CONSULTANT IN RADIOLOGY 
(eight notional half-days per week) 
for dutics at hospitals in the Hull area The per- 
son appointed to reside in Hu!! Applications (12 
copies), stating age. qualifications, and details of 
present and previous appointments (with dates), and 
names and addresses of three referces, to the Sec- 
retary, Park Parade, Harrogate, by August 19 
1957. (4217) 


AMENDED ADVERTISEMENT 
MANCHESTER REGIONAL HOSPITAL BOARD 


Additional whole-time or maximum part-time 
CONSULTANT RADIOLOGIST 
tenable mainly at Crumpsall (1,200 beds), Booth 
Hall (Children’s, 380 beds), and Monsall Hospitals. 
Manchester, but possibly with duties at other hos- 
pitals in the North Manchester Group and Prest- 
wich (Mental) Hospital. Wide experience, higher 
qualifications essential Appointce to reside near 
main hospitals. Application torms, from the Senior 
Administrative Medical Officer to the Board 
Cheetwood Road. Manchester, 8, to be returned 
by August 19, 1957 (4567) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


CONSULTANT RADIOLOGIST 
Five half-days a week, three half-days to be spent 
at Finchley Memorial Hospital, Granvilie Road, 
N.12 (76 beds). and two half-days at Friern Hos- 
pital, New Southgate, N.11 (2,470 beds). Hospitals 
may be visited by direct appointment Applica- 
tion forms obtainable from, and returnable to, 
Secretary, North-West Metropolitan Regional Hos- 
pital Board, Ila, Portland Place, W.1, before 
September 19, 1957. (4619) 


BIRMINGHAM REGIONAL HOSPITAL BOARD 
AND UNITED BIRMINGHAM HOSPITALS 


WHOLE-TIME SENIOR REGISTRAR IN 
RADIODIAGNOSIS 

Duties at Coventry and Warwickshire Hospital 
and other hospitals in the Coventry groups (nine 
nh.d.) and United Birmingham Hospitals (two 
n.h.d.). D.M.R.D. essential. Non-resident. Appli- 
cation forms from Secretary, 10, Augustus Road, 
Birmingham. 15. to be returned by August 26, 
1957 Candidates may visit hospitals (4646) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


REGISTRAR 
required in the X-ray Diagnostic Department at 
Mount Vernon Hospital, Northwood, Middlesex 
(551 beds), for one year in first instance Appli- 
cation forms obtainable from, and returnable to 
the Secretary, Harefield and Northwood Group 


H.M.C Mount Vernon Hospital, Northwood, 
Middlesex. by August 27, 1957. Hospital may be 
visited by direct appointment (4554) 


ST. GEORGE'S HOSPITAL, S.W.1 


Applications ace invited for the whole-time 

post of 
SENIOR REGISTRAR 
to the Depariment of Radio‘ogy 

This post is non-resident, and the holder will work 
mainity in the Neuro-Radiological Department at 
St. George's Hospital (Atkinson Morley’s Hospital 
Branch). The successful candidate will be required 
to take up duty as soon as possible after Septem- 
ber 1, 1987 Applications, stating age, cducation 
qualifications and experience. together with the 
names of two referees, should reach the under- 
signed not later than August 31, 1957.—P. H. Con- 
stable, House Governor. (4624) 


GENERAL SURGEON 

to the Stockport and Buxton Hospital Centre 
(mainly at Stockport Infirmary and S‘epping Hill 
Hospitals) possibly with some dutics in ‘he 
Macclesfield area as well. Wide experience, higher 
qualifications essential Appointes to live in area 
Application forms, from the Senior Administrative 
Medical Officer to the Board, Cheetwood Road, 
Manchester, 8, to be returned by August 29, 1957 

(4508) 


EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


SURGICAL REGISTRAR 
Doddington Hospital, Cambs (116 beds) Post 
provides good experience in general and traumatic 
surecry. Scif-contained flat available. Appointment 
for one year, renewable for second year Appili- 
cations, stating ag¢. exnpcrience and the names 
of three referees, to Board's Senior Administrative 
Medica) Officer, 117, Chesterton Road, Cambridgec 
by August 19, 1957 Candidates invited to visit 
hospital by direct arrangement with the Surgeon 
Superintendent (4518) 


LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR IN GENERAL SURGERY 
at hospitals in the York (A) Group (150 gencral 
surgical beds). Non-residemt. Uf desired, the duties 
may be altered to inc'ude a proportion of Ortho- 
paedic Surgery Recognized for F.R.CS May 
include some duties in the Casualty Department 
Applications, statine age, qualifications and details 
of present and previous appointments (wth dates), 
together with the names and addresses of three 
referees, to the Secretary, Joint Registrars Com- 
mittee, Park Parade. Harrogate, by August 15, 
1957 (4219) 


LIVERPOOL REGIONAL HOSPITAL BOARD 


Bickenhead General Hospital (one post) 
Chester Royal Infirmary (one post) 


Applications are invited for the two posts of 
SURGICAL REGISTRAR 
with duties at the above hospitals, Both posts are 
recognized for the F.R.C.S., and are tenable from 
October 1, 1957. The post at Chester Royal Infir- 
mary is a resident one. Forms of application from 
Dr. T. Lloyd Hughes, Senior Administrative 
Medical Officer, Liverpoo! Regional Hospital Board 
19, James Street, Liverpool, 2, to be reiurned not 
later than August 24, 1957.—Vincent Collinge, 
Secretary to the Board (4610) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Applications are invited for the post of 
RESIDENT REGISTRAR IN GENERAL 
SURGERY 
to the Burnicy and District Hospital Management 
Committee, with main duties at the Reedyford 
Memorial Hospital, Nelson. The post is recognized 
for RC.S.. and good accommodation ts avail- 
able in a modern self-contained flat Applications 
together with the names and addresses of two 
referees, should be addressed to the Group Secre- 
tary, Burnley and District Hospital Management 
Committee, Burniey Gencral Hospital (4674) 


MANCHESTER REGIONAL HOSPITAL BOARD 
Rochdale Infirmary (109 surgical beds) 


RESIDENT SURGICAL OFFICER 
(Registrar grade) 
required for this busy surgical hospital which has 
a large out-patients’ department Recognized for 
F.R.C.S. Post vacamt September 1, 1957 Apply 
at once. with details of experience and qualifica- 
tions, and names of three referees, to Group Sec- 


retary, Central Offices, Birch Hill Hospital, 
Rochdale. (4526) 


3? 


Surgery —contd. 
MANCHESTER REGIONAL HOSPITAL BOARD 


Salford Hospital Mi i 
SURGICAL REGISTRAR 
equired at Hope Hospital, Salford, 6 Vacant 
now \ busy general hospita fering excellent 
experien Re anzed for FRCS Applica 
tions, with names of two referees, should be sent 
to the Group Secretary, Salford Royal Hospital 
Salford, 3, before August 17, 1957 (4352) 


N.E. METROPOLITAN REGIONAL HOSPITAL 
BOARD 
Orthopaedic, General 


REGISTRAR in Traumatic, 
and 


Surgery (resident of non-resident) 
St. Andrew's Hospital, Billericay, Essex 
(near station. half-hour by train from London) 
Idea! post for candidates reading for higher 
walifications. Recognized for F.R.C.S 
SURGICAL REGISTRAR (Resident) 
Recognized for F.R.C.S 
Appointments subject to review after one year 
Application forms from Secretary, Ila. Portland 
Place. W.1, to be returned by August 24 (4621) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Ashford Hospital, Ashford, Middlesex 


SURGICAL REGISTRAR 
for general surgery required. Post vacant October 


10 Cottage available in hospital grounds for 
married applicant Hospital may be visited by 
direct appointment with Medical Director Appili 
cation forms obtainable from, and returnable t& 
the Secretary, Ashford Hospital, Ashford, Middie- 
sex. by August 20, 1957 (4620) 
SHEFFIELD REGIONAL HOSPITAL BOARD 


Wharnctiffe Hospital, Sheffield (128 beds) 


WHOLE-TIME SURGICAL REGISTRAR 
required with additional orthopacdic duties, Singic 
accommodation § available Appointment for one 
year im first instance Apply to Secretary. Shefficid 
Regional Hospital Board Old Fulwood 
Sheffield, by August 19, 1957, giving age, nation- 
ality, Qualifications, present and previous apport 
ments (with dates). naming three referees (4469) 


SOUTH-WEST METROPOLITAN REGIONAI 
HOSPITAL BOARD 


Seeth Leadon Hospital for Women and Children. 
Clapham 


Common, 5.W.4 
Applications are invited from registered women 
medical practitioners for the post of full-time 
SURGICAL REGISTRAR 
for the F.R.C.S.). Residem or non- 
iving near the hospital) Vacant 
appoimtment is normally for two years 
at the end of the first year 
Canvassing will disqualify. but candidates are not 
precluded from visiting the hospital) if they so 
desire Forms of application from the Secretary 
Lambeth Groop Hospital Management Committce 
Renfrew Road, S.E.11, to whom completed appli- 
cations should be returned not later than August 
24, 1957 (4139) 


THE UNITED LEEDS HOSPITALS 


(recogmzed 

residem (if 
shortly The 
but subject to review 


The General Infirmary at Leeds 


RESIDENT SURGICAL OFFICER 
of Registrar status required for one year in the first 


instance Terms and conditions of service of hos- 
pital medical staff apply Applications, stating age 
qualifications, previous posts (with dates), and three 
names for reference. should be sent to the Sub 
Dean, School of Medicine, Leeds, |, not later than 
August 22, 1957 (4525) 


FARNHAM GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Faraham Hospital, Hale Rood, Farnhem (178 beds) 


1.H.M.O. of SENIOR SURGICAL HOUSE 


OFFICER 


for Casualty. Orthopaedic and General Surgery 
commencing August 26. Medical Whitley Council 
salary scales and conditions Applications, with 


full personal details, to the Medical Superintendent 
(4017) 


MANOR HOUSE HOSPITAL, Golders Green, 
N.W.11 (exempted from National Health Service) 
RESIDENT SURGICAL OFFICER (Male) 
required Salary commencing at {852 10s. per 
annum, jess £170 per annum deducted for emolu- 
ments Six months’ appoin:ment, renewabic 
Apolication, stating age. nationality, qualifications 


and surgical or orthopaedic expericnce, with copies 
of three recemt testimonials, to the Secretary, Mr 
WF. Pendrill (4590) 
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ASHTON, HYDE AND GLOSSOP HOSPITAL 
MANAGEMENT COMMITTEE 


SENIOR HOUSE OFFICER (General Surgery) 
at Ashton-under-Lyne General H 
Recognized under F.R.C.S. regulations 

September Applications (with copies 
monials) to Group Secretary Asht 
General Hospital, Ashton-under-L 


spita 
Vacant 
testh- 


required 


tw 
n-under-Lyne 
Lanes. (4519) 


BALLOCHMYLE HOSPITAL, Ayrshire 


(Surgical) 
experience 
supervision 


SENIOR HOUSE OFFICER 
September |! Offers 
under Consultant 
Resident Marricd accom 
Whiticy terms Apply Area 
Baliochmyle Hospital 
281) (4891) 


Vacant wide 
general surecry 
Recognized 
modation available 

Medica Superintendent 
Mauchiine (Tel. Catrine 


BOOTLE HOSPITAL, Liverpool, 20 


Applications ate iovited for a post as 
SENIOR HOUSE OFFICER 
(Surgical Department.) 
Hospital Vacant early August 
Walton Hospital, Liverpool, 9 


Apply 
(4569) 


at Bootle 
to Secretary 


DERBYSHIRE ROYAL INFIRMARY. Derby 
(416 beds) 


HOUSE SURGEON (Pre-registration) or 
SENIOR HOUSE OFFICER (General Surgery) 
Vacant mid-September Recognized for F.R.C.S 

if heid by Senior House Officer. Apply. stating full 


AUG. 10, 1957 
OTLEY, YORKSHIRE, THE GENERAL 
HOSPITAL (172 beds) 


SENIOR HOUSE SURGEON (5.H.0. grade) 
in general and orthopacdic surgery (with secondary 
duties to other required to work und 
nsultant staff who ate members of the teach 
Leeds University Post recognized 
under F.R.C.S. regulations Applications, stating 
age, nationality and experience, with names of two 
referees, to Group Secretary, the General Hospital, 
Otley (4539) 


specialties) 
full 
ing staff of 


RONKSWOOD HOSPITAL, Worcester (312 beds) 


SENIOR HOUSE OFFICER (Surgical) 
required immediately at this busy general hospital, 
which is associated with Worcester Royal Infirmary 
The appointment offers wide and varied experience 
and is recognized for the F.R.C.S. examination 
Applications to Hospital Secretary (4555) 


Doncaster Gate 


ROTHERHAM HOSPITAL, 

(161 beds) 

MOORGATE GENERAL HOSPITAL, Rotherham 
(342 beds, 38 cots) 


LOCUM SENIOR HOUSE OFFICER 
(Casualty, E.N.T. and Eye Department) 


Residential emoluments £150 per annum Appli- 
cations to the Secretary. Hospital Management 
Committee, “Fern Bank,’ Doncaster Road, 
Rotherham (4141) 


ROTHERHAM HOSPITAL (161 beds) and 
MOORGATE GENERAL HOSPITAL. Rotherha 
(342 beds, 8 cots) 


details, with copies of two recent testimonials, to 
Secretary (4167) SENIOR HOUSE OFFICER 
(Casualty, E.N.T. and Eye Departments) 
DORKING GENERAL HOSPITAL Residential emoluments £150 per annum Appli- 
Horsham Road, Dorking, Surrey cations to the Secretary. Hospital Management 
- Committee “Fern Bank.” Doncaster Road 
SENIOR HOUSE OFFICER Rotherham (4474) 
Applications are invited for the post of Senior mm 2 
House Officer (General Surgery, Casualty, Ortho- STROUD GENERAL HOSPITAL, Stroud, Glos 
pacdics and E.N.T.) Vacant on September | 
1957 Recognued for the FRCS Married SENIOR HOUSE OFFICER 
quarters may be available to suitable applicant required, mainiy for sureery--Locum considered 
Apply, with testimonials, to the Medical Super- Applications, naming two referces, to Hospital 
imtendent, Dorking General Hospital (4470) Secretary (4675) 
GENERAL HOSPITAL, Nottingham TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 
SENIOR HOUSE OFFICER (Surgery) 
required ; duties to commence about mid-August Hemlingtoe Hospital, Middlesbrough (282 beds) 


Applications, stating age. qualifications and exper- 


ence and nationality, together with copies of testi- 
monials, to be sent to the Group Secretary 
Genera! Hospital, Nottingham (3209) 


HOSPITALS MANAGEMENT 
COMMITTEE 


HALIFAX AREA 


SENIOR HOUSE OFFICER in General Surgery 
required at Halifax General Hospital. Post vacant 
September 1 Applications to the Group Secretary 
Royal Halifax Iofirmary, Halifax (4628) 


MONTAGU HOSPITAL, Mexborough, and Annexe 
(168 beds and 3 beds) 


SENIOR HOUSE OFFICER 
Residential emoluments £150 per 
cations to the Secretary, Hospital 
Committce “Fern Bank.” Doncaster 
Rotherham 


(Surgery) 
annum Appli- 
Management 
Road 


MONTAGU HOSPITAL, Mexborough, and Annexe 
(168 beds and beds) 


LOCUM SENIOR HOUSE OFFICER (Surgery) 


Residential emoluments £150 per annum Appli 
cations to the Secretary. Hospital Management 
Committe: “Fern Bank,” Doncaster 


Road 
(4472) 


Rotherham 


MOORGATE GENERAL HOSPITAL, Rothe-ham 
(M2 beds, 38 cots) 


SENIOR HOUSE OFFICER (Surgery) 

Residential emoluments £150 per annum 
Applications to the Secretary. Hospital Manage- 
ment Committee, “ Fern Bank,.”’ Doncaster Road 
Rotherham (4473) 


required 


NOTTINGHAM CITY HOSPITAL (811 beds) 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (General Surgery) 
vacant September 16. 1957. The post ix approved 
for the F.R.CS. The officer appointed will also 
be required to undertake certain dutics in the 
Orthopaedic Department A deduction of £150 per 


annum will be made for residential emoluments 
Applications. stating age. nationality. qualifications 
and experience, together with pics of not more 


to be sent to the Hospital 
Hucknall Road, Notting 
(4353) 


than three tcstimonials 
Secretary, 
bam 


City Hospital, 


Applications are invited for the appointment of a 
SENIOR HOUSE OFFICER (Surgery) 

at the above-named hospital, which is situated in 
a rural area within easy reach of Middlesbrough. 
and does not have a casualty department The 
appointment is recognized for the F.R.C.S. exam- 
ination and includes duties in connection with 
acute surgical and plastic surgery cases. Applica- 
tions. with full details and two referees, should 
be addressed to the Hospital Secretary (3503) 


THE ROYAL MARSDEN HOSPITAL 
Fulham Read, §.W.3 


Applications are invited for the post of 
RESIDENT SURGICAL OFFICER 
(Senior Howe Officer) 
on September |. of as soon 
as possible after that date The appointment is 

for a period of 12 months Preference wi 
given to Fellows of the Royal College of Surgeons 


to commence duty 


Forms of application are obtainable from the 
House Governor, to whom applications, twoecther 
with copies of three recent testimonials, should be 
sent not later than August 17, 1957 (4335) 


WEST WALES HOSPITAL MANAGEMENT 
COMMITTEE 


West Wales General Hospital, C b 
(188 beds) 


RESIDENT SENIOR HOUSE OFFICER (Surgical) 
(Recognized by the Royal College of Surgeons and 
for Pre-registration service) 


Applications are invited for the above post, which 
is now vacant Salary and conditions of service 
as laid down by the Ministry of Heaith App!) 


cations, Stating age. qualifications, experience and 
fationality, with names and addresses of three 
referees, to the Group Secretary, West Wales Hos- 
pital Management Committee. Glangwili, Car- 
marthen (4222) 


BURY AND ROSSENDALE HOSPITAL 
MANAGEMENT COMMITTEE 


Bary General Hospital 
Rossendale General Hospital 


Applications are invited for the posts of 
HOUSE OFFICER IN SURGERY 
at the above hospitals. The posts are vacant now 


Apply, stating full details and names of two 
referees. to H. Wilkinson. Esq.. Group Secretary. 
Bury Genera! Hospital, Bury. Lancs. (4284) 


AuG. 10, 1957 


Surgery—contd. 


CAERNARVON AND ANGLESEY HOSPITAL 
MANAGEMENT COMMITTEE 


Applications ate invited for two posts of 
HOUSE SURGEON 
at each of the following hospitals Llandudno 
General Hospita Liandudno (recognized for 
F.R.CS.), and Caernarvon and Anglesey Genera 
Hospital, Bangor (recognized for F.R.C.S.) The 
appoin.ments are for a period of six months 
Salary and conditions of service in accordance with 
those approved by the Ministry of Health Appli- 
cations, stating age. qualifications and experience 
together with the names and addresses of two 
referees. to be forwarded to the Group Secretary 
Pias Gwyn, Ffriddoedd Road Bangor, within ten 
days of the appearance of this advertisement 
(4852) 


ESSEX COUNTY HOSPITAL, Colchester 
(185 beds) 


Applications invited for post of 
HOUSE OFFICER (Surgical) 
First, second, third of pre-registration post 
for six months Recognized for F.R.C.S Appli 
with copies of three testimonials, to Group 
Colchester H.M.C 14, Pope's Lane 
Essex (4556) 


tenabic 


Secretary 
Colchester, 


LAW HOSPITAL, Cartuke, Lanarkshire 


Applications are invited for the past of 
HOUSE OFFICER (Surgical) 
(pre- of post-registration) 
for the six months commencing August 1, 1957 
Applications, stating argc, qualifications and previous 
experience, together with the names of two referees 
should be submitted to the Group Medical Super- 
imtendent, Law Hospital, Carluke (4882) 


OLDCHURCH HOSPITAL, Romford, Essex 
(722 beds) 


RESIDENT HOUSE SURGEON 
required from September 11, 1957, in the General 


Surgical Unit Recognized for F.R.C.S Open 
to either pre-registration applicants or to fully 
qualified practitioners This very active unit of a 
total of ar mimately 180 beds affords ample 
opportunities for candidates to obtain first-class 
wition and experience The candidate appointed 
will be attached to a unit of approximately 60 
beds Applications should be forwarded to the 
Group Secretary, Romford Group H.MC.. Old- 
church Hospital, Romford (3903) 


PORTLAND HOSPITAL, Portland, Dorset 


HOUSE SURGEON 
required at the above bospital, formerly the Royal 
Nava! Hospital. The post is resident and tenabic 
for six months from October 1, 1957. Applications 
stating age. qualifications, experience, and nation- 


ality, together with copies of testimonials, to the 
Group Secretary, West Dorset H.M.C., Damers 
Road, Dorchester, Dorset, immediately (4622) 
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VICTORIA CENTRAL HOSPITAL, Wallasey 
(135 beds) 


Applications are invited for the following resident 
appointment, which falls vacant on September |. 
1957, and will be for a period of six months. This 
post is approved as a pre-registration post 

ONE HOUSE SURGEON 
(The appointment is approved by the Royal College 


of Surgeons as training post for F.R.C.S.) Salary 
£467 10s./£577 10s. per annum, according to ex- 
perience, less £125 per annum for board, lodging 


etc Terms and conditions of service in accordance 


with the regulations of the Ministry of Health 
Applications, giving details of age, nationality, 
qualifications and = experience together with the 
names of three persons for reference, to the 
Administrative Officer, Victoria Central Hospital 
Liscard Road, Wallasey, Cheshire (9576) 


VICTORIA HOSPITAL, Romford, Essex (99 beds) 


RESIDENT HOUSE SURGEON (Male) 
required immediately (Not pre-registration ap- 
poimtment.) Applications should be forwarded to 
the Secretary, Romford Group H.M.C., Oldchurch 
Hospital, Romford (6766) 


WARRINGTON GENERAL HOSPITAL 
beds) 


Applications are invited for 
HOUSE SURGEON (Male or Femate) 
(Recognized for pre-registration) 
Salary will be £467 10s. to £577 10s. per annum, 
less a deduction of £125 for full residential emolu- 
ments The staffing of the surgical unit consists of 
a Registrar and two House Surgeons The post 
offers a comprhensive training in surgery Apply, 
giving full particulars, to the undersigned —-Henry 


L. Boot, Group Secretary, Warrington and District 
Hospital Management Committee, c/o General 
Hospital, Warrington, Lancs (9304) 


WARRINGTON INFIRMARY (172 beds) 


Applications are invited for the post of 
HOUSE SURGEON (Ma’e or Female) 
(Recognized for pre-registration) 

Salary will be £467 10s. to £577 10s. per annum, 
less a deduction of £125 for full residential emolu- 
ments Applications should be sent to Henry I 
Boot, Group Secretary, Warrington and District 
Hospital Management Committee, c/o General 
Hospital, Warrington. Lancs (S624) 


Yorkshire 


WESTWOOD HOSPITAL, Beverley, 
(229 acute beds) 


HOUSE SURGEON (First, second or third post) 

Vacant soon General surgical duties, some 
orthopaedics Offering good opportunities for 
general experience in busy acute general hospital! 
Recognized for F.R.C.S Approved pre-registra- 
tion post Married quarters may be available 


Applications to Group Secretary (4142) 
BARNSTAPLE, NORTH DEVON INFIRMARY 
(105 beds) 

HOUSE SURGEON (pre-registration) 
required Post vacant September 4, 1957 Appli- 


North Devon H.M.C., 
(Pr.4038) 


cations to Group Secretary 
19. Alexandra Road, Barnstaple 


ROYAL BERKSHIRE HOSPITAL, Reading 
beds) 


Applications arc invited from registered and 
provisionally registered medical practitioners, male 
and female, for resident post of 

HOUSE SURGEON 


vacam’ September |, 1957, and tenable for six 
months Write, before August 15, stating age. 
qualifications (with dates), nationality, present post 


with copies of two recent testimonials, to Secretary 
(3981) 


SOUTH LONDON HOSPITAL FOR WOMEN 
AND CHILDREN, Clapham Common, §.W.4 


Applications are invited from pre-registration 
and registered female medical practitioners for 
the appointment of 


HOUSE SURGEON 


Vacant November 8, 1957, for a period of six 
months Recognized for the F.R.C.S. Forms of 
application from the Hospital Secretary (4820) 
VICTORIA CENTRAL HOSPITAL (135 beds) 

Applications are invited for the following 
resident appointment, vacant now This post is 


aporoved as a pre-registration post 


ONE HOUSE SURGEON 
Salary £467 10s. to £577 10s. according to experi- 
ence, les £125 per annum for board, lodging, etc 


Terms and conditions of service in accordance 
with the regulations of the Ministry of Health 
Applications, giving details of age, nationality, 
qualifications and experience. together with the 
mames of three persons for reference. to the 
Administrative Officer, Victoria Central Hospital, 
Liscard Road, Wallasey, Cheshire (6024) 


BARROW AND FURNESS HOSPITAL 
MANAGEMENT COMMITTEE 


North Lonsda’e Hospital 


Applications are invited for the resident post of 
HOUSE OFFICER (Surgical) 
{recognized for pre-registration) at the North 
Lonsdale Hospital, Barrow-in-Furness. Post avaii- 
beginnine of September Recognized for 
FRCS Applications to the Group Secretary 
10S, Abbey Road. Barrow-in-Furness (Pr.4367) 


BEXHILL-ON-SEA, BEXHILL HOSPITAL 
(62 beds) 


HOUSE SURGEON 
residem, required Pre-registration post. vacant 
now. National scales of salary. Apply to Hospital 
Administrator (Pr.4641) 


BLACKPOOL VICTORIA HOSPITAL (354 beds) 


HOUSE OFFICER 
(Department of General Surgery) 

Pre-registration post, available on October 1, 
1957. at this modern well-equipped hospital. with 
excellent facilities for gaining experience Recor- 
nized for F.R.C.S Applications, stating age. 
experience, and the mames and addresses of two 

referees, should be sent to the Hospital Secretary 
(Pr.4454) 


CUMBERLAND INFIRMARY (331 beds) 


Applications are invited for the pre-registration 
post o 

HOUSE OFFICER (General Surgery) 
which is now vacant Recognized for F.R.CS. 
examination Apply to the Group Secretary, 
Cumberland Infirmary, Carlisie (Pr.4642) 


33 


DERBY NO. 1 HOSPITAL MANAGEMENT 
COMMITTEE 


City Hospital, Derby 


Applications are invited for the following posts 
HOUSE SURGEONS (two vacancies) 
(pre-registration) 

Both posts are recognized for the F RCS. and 
will be vacant Scptembecr 11, 1957 Applications, 
stating full details, together with copics of two 
recent testimonials. should be sent to the Medical 
Superintendent, City Hospital, Derby. as soon as 
possibic (Pr.4170) 


EPSOM DISTRICT HOSPITAL, Dorking Road, 
Epsom, Surrey 


RESIDENT HOUSE SURGEON 
required immediately. Pre-regist: ction post. Recog 
nized for F.R.C.S Application age. quali- 
fications and expericnce. with cops of two recent 
testimonials, should be sent is possible to 
Group Sccretary at above address (Pr.4171) 


a8 SOOT 


GENERAL HOSPITAL, Hereford ( 54 beds) 


HOUSE OFFICER (General Surge.» 


required, pre-registration post. Hospital recoenized 
by R.C.S Duties include care of general surgical 
beds and in addition, for three months, of ortho- 


paedic beds and for three months of E.N.T. be 

Application, with copies of two testimonials, to 
be sent to the Group Secretary, Victoria House 
Eign Street, Hereford (Pr.4261) 


GEORGE ELIOT HOSPITAL, 


Nuneaton 
HOUSE SURGEON (General Surgery) 
Recognized pre-registration and R.CS. Resi- 
dent. Applications to Hospital Secretary. (Pr.447%) 


HASTINGS, ROVAL EAST SUSSEX HOSPITAL 
(150 beds) 


TWO HOUSE SURGEONS 
early September Pre-registration posts 
General Surgery and E.N.T.. one for 


required 
One for 


General Surgery and Urology Apply. with cop es 
of testimonials, to the Hospital Administrator 
(Pr.464)3) 


HERTS AND ESSEX GENERAL HOSPITAL 
Bishop's Stortford, Herts (400 beds) 


Applications are invited for the post of 
HOUSE OFFICER, SURGICAL 


(pre-registration) Salary £467 10s. to £522 1s 
per annum, less £125 in respect of residential 
emoluments Appointment t commence immedi- 


ately Applications, stating age, nationality 
fications and experience, with copies of 
testimonials or the names of referees, to the Hos- 
pital Secretary (Pr.4234) 


HUDDERSFIELD HOSPTTAL MANAGEMENT 
COMMITTEE 


quali- 
two recent 


Huddersfield Royal Infirmary (285 beds) 


HOUSE SURGEON 
required to commence duty immediately The post 
is recognized as a pre-registration appointment and 
for the F.R.C.S Salary in accordance with 
national scales. Applications, together with copies 
of three recent testimonials, to be addressed to 
the undersigned as soon as possible. —H. J 
son, Secretary w the Management Committee, the 
Royal Infirmary. Huddersficid (Pr 4283) 


NELSON HOSPITAL, Kingston Road, Merton, 
S.W.20 


HOUSE SURGEON (Resident) 
(Approved fer pre-registration service) 

Post vacant now Applications, stating age, 
qualifications, etc.. and the names and addresses 
of two referees. to the Secretary at above address 

(Pr.4644) 


NORTH STAFFS ROYAL INFIRMARY 
Stoke-on-Trent (455 beds) 


HOUSE OFFICER 


GENERAL SURGERY 


required Pre-registration post Hospital recor- 
nized for F.R.C.S. Detailed applications. with copy 
testimonials, to Group Secretary, H.M.C.. Princes 


Road, Stoke-on-Trent (Pr 4224) 


PRESTON AND CHORLEY HOSPITAL 
MANAGEMENT COMMITTEE 


Preston Roval Infirmary (400 beds) 


PRE-REGISTRATION HOUSE SURGEON 
Post vacant immediately. Recognized for F.R.CS 
Applications, with names of two referees, to Group 
Secretary, Royal Infirmary, Preston (Pr.4455) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 20 


Surgery —contd. 

MANCHESTER REGIONAL HOSPITAL BOARD 
Salford Hospital M ma it 


SURGICAL REGISTRAR 
required at Hope Hospital, Salford. 6 Vacant 
now busy gencral hospita excellent 
experiom Recognized for FRCS Applica 
tions, with names of two referees, should be sent 
to the Growp Secretary, Salford Royal Hospital 
Salford, 3, before August 17, 1957 (4352) 


N.E. METROPOLITAN REGIONAL HOSPITAL 
BOARD 


REGISTRAR in Traumatic, Orthopacdic, General 
and E.N.1T. Surgery (resident of non-resident) 
St. Andrew's Hospital, Billericay, Essex 
(near station. half-hour by train from London) 
Ideal post for andidates reading for higher 
ualifications Recognized for F.R.C.S 
RGIC REGISTRAR (Resident) 

Walth tow, 
Rec for F R.C.S 
Appointments subject to review after one year 
Apolication forms from Secretary, Ila, Portland 
Place. W.1, to be returned by August 24 (4621) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Ashford Hospital, Ashford, Middlesex 


SURGICAL REGISTRAR 
for general surgery required. Post vacant October 


10 Cottage available in hospital grounds for 
married applicant Hospital may be visited by 
direct appointment with Medical Director Appii 
cation forms oMainable from, and returnabic to 
the Secretary, Ashford Hospital, Ashford, Middie- 
sex. by August 20, 1957 (4620) 


SHEFFIELD REGIONAL HOSPITAL BOARD 
Whearactliffle Hospital, Sheffield (128 beds) 


WHOLE-TIME SURGICAL REGISTRAR 
required with additional orthopacdic duties. Single 
accommodation available Appointment for one 
year in first instance Apply to Secretary. Shefficid 
Regional Hospital Board. Old Fulwood Road 
Sheffield, by August 19, 1957, giving age, nation- 
ality, qualifications, present and previous appornt- 
ments (with dates), naming three referees (4469) 


SOUTH-WEST METROPOLITAN REGIONAI 
HOSPITAL BOARD 


Clapham Common, 5.W.4 


Applications are invited from registered women 

medical practitioners for the post of full-time 
SURGICAL REGISTRAR 

(recognized for the F.R.C.S.) Residemt of non- 
resident (if living near the hospital) Vacant 
shortly The appointment is normally for two years 
but subject to review at the end of the first year 
Canvassing will disqualify, but candidates are not 
precluded from visiting the hospita!) if they so 
desire Forms of application from the Secretary 
Lambeth Grotp Hospital Management Commitice 
Renfrew Road. S.E.11. to whom completed appli- 
cations should be returned not later than August 
24, 1957 (4139) 


THE UNITED LEEDS HOSPITALS 
The General Infirmary at Leeds 


RESIDENT SURGICAL OFFICER 
of Registrar status required for one year in the first 
instance Terms and conditions of service of hos- 
pital medical staff apply Applications, stating age 
qualifications, previous posts (with dates), and three 
reference. should be sent to the Sub 


names for 
Dean, School of Medicine, Leeds, 1, not later than 
August 22 1957 (4524) 


FARNHAM GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Fareham Hovxpital, Hale Rood, Farnhem (178 beds) 
of SENTOR SURGICAL HOUSE 
OFFICER 


for Casualty, Orthopaedic and General Surgery 
commencing August 26 Medical Whiticy Council 
salary scales and conditions Applications, with 
full personal details, to the Medical Superintendent 

(4017) 


MANOR HOUSE HOSPITAL, Golders Green, 
N.W.11 (exempted from National Health Service) 


RESIDENT SURGICAL OFFICER (Mate) 


required Salary commencing at {852 10s. per 
anoum, lew £170 per annum deducted for emolu- 
ments Six months’ appointment, renewabic 
Apnolication. stating age nationality, qualifications 
and surgical or orthopacdic expericnce, with copics 
of three recent testimonials, to the Secretary, Mr 
Pendrill (4590) 
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ASHTON, HYDE AND GLOSSOP HOSPITAL 
MANAGEMENT COMMITTEE 


SENIOR HOUSE OFFICER (General Surgery) 
required at Ashton-under-Lyne General Hospita 
Recognized under F.R.C.S. regulations Vacant 
September Applications (with copies of two test 
monials) to Group Secretary Ashton-under-Lyne 
General Hospital, Ashton-under-Lyne, Lancs. (4519) 


BALLOCHMYLE HOSPITAL, Ayrshire 
SENIOR HOUSE OFFICER (Surgical) 


Vacant September | Offers wide experience 
general surgery under Consultant supervision 
Recognized F.R.C.S Resident Married accom 
modation available Whitley terms Apply Arca 
Medica Superintendent Ballochmyle Hospital 
Mauchiine (Tei. Catrine 281) (4891) 


BOOTLE HOSPITAL, Liverpool, 20 


Applications are invited for a post as 
SENIOR HOUSE OFFICER 
(Surgical Department.) 
at Bootle Hospital. Vacant carly August Apply 
to Secretary, Walton Hospital, Liverpool, 9. (4569) 


DERBYSHIRE ROYAL INFIRMARY, Derby 
(416 beds) 


HOUSE SURGEON (Pre-registration) or 
SENIOR HOUSE OFFICER (General Surgery) 
Vacant mid-September. Recognized for F.R.C.S 

if held by Senior House Officer. Apply, stating full 
details, with copies of two recent testimonials, to 
Secretary (4167) 


DORKING GENERAL HOSPITAL 
Horsham Read, Dorking, Surrey 


SENIOR HOUSE OFFICER 

Applications are invited for the post of Senior 
House Officer (General Surgery. Casualty, Ortho- 
pacdics and Vacant on September | 
1957 Recognized for the FR.CS Married 
quarters may be available to suitable applicant 
Apply. with testimonials, to the Medical Super- 
intendent, Dorking General Hospital (4470) 
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OTLEY, YORKSHIRE, THE GENERAL 
HOSPITAL (172 beds) 


SENIOR HOUSE SURGEON (S.H.0. grade) 
in general and orthopacdic surgery (with secondary 


duties two Other specialties), required to work under 
full consultant staff who are members of the teach 
ing staff of Leeds University Post recognized 
under F.R.C.S. regulations Applications, stating 


agc, nationality and experience, with names of two 
referees, to Group Secretary, the General Hospital, 
Otley. (4539) 


RONKSWOOD HOSPITAL, Wo-cester (312 beds) 


SENIOR HOUSE OFFICER (Surgical) 
required immediately at this busy general hospital, 
which is associated with Worcester Royal Infirmary 
The appointment offers wide and varied experience 
and ts recognized for the F.R.C.S. examination 
Applications to Hospital Secretary (4855) 


ROTHERHAM HOSPITAL, Doncaster Gate 
(161 beds) 
MOORGATE GENERAL HOSPITAL, Rotherham 
(342 beds, 38 cots) 


LOCUM SENIOR HOUSE OFFICER 
(Casualty, E.N.T. and Eye Department) 
Residential emoluments £150 per annum. Appli- 
cations to the Sccretary. Hospital Management 
Committee, “Fern Bank,’ Doncaster Road 
Rotherham (4141) 


ROTHERHAM HOSPITAL (161 beds) and 
MOORGATE GENERAL HOSPITAL. Rotherham 
(342 beds, 38 cots) 


SENIOR HOUSE OFFICER 
(Casualty, E.N.T. and Eye Departments) 
Residential emoluments £150 per annum Appli- 
cations to the Secretary. Hospital Management 
Committee “Fern Bank. Doncaster Road 
Rotherham (4474) 


STROUD GENERAL HOSPITAL. Stroud, Glos 
SENIOR HOUSE OFFICER 
required, mainiy for sureery--Locum considered 


Applications, naming two referces, to Hospital 
Secretary (4675) 


GENERAL HOSPIT AL, Nottingham 


SENTOR HOUSE OFFICER (Surgery) 
required ; duties to commence about mid-August 
Applications, stating age. qualifications and experi- 
ence and nationality, togcther with copies of testi- 
monials, to be sent to the Group Secretary 
General Hospital, Nottingham (3209) 


HALIFAX AREA HOSPITALS MANAGEMENT 
COMMITTEE 


SENIOR HOUSE OFFICER in General Surgery 
required at Halifax General Hospital. Post vacant 
September | Applications to the Group Secretary. 
Royal Halifax Infirmary, Halifax (4628) 


MONTAGU HOSPITAL, “\-¥~-¥ and Annexe 
(168 beds and 4 bed 


SENIOR HOUSE OFFICER (Surgery) 
Residential emoluments £150 per annum Appli- 
cations to the Secretary, Hospital Management 
Committee “Fern Bank,” Doncaster Road 
Rotherham (4471) 


MONTAGU HOSPITAL, Mexborough, and Annexe 
(168 beds and 30 beds) 


LOCUM SENIOR HOUSE OFFICER (Surgery) 
Residential emoluments £150 per annum Appli- 
cations to the Secretary. Hospital Management 
Committe “Fern Bank,” Doncaster Road 
Rotherham (4472) 


MOORGATE HOSPITAL, Rothe-ham 
M2 beds, 38 cots) 


SENIOR HOUSE OFFICER (Surgery) 
required. Residential emoluments £150 per annum 
Applications to the Secretary. Hospital Manage- 
ment Committee, “ Fern Bank.”’ Doncaster Road 
Rotherham “4a 


NOTTINGHAM CITY HOSPITAL (811 beds) 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (General Surgery) 
vacamt September 16. 1957. The post ix approved 
for the F.R.CS The officer appointed will also 
be required to undertake certain duties in the 
Orthopaedic Department 4 deduction of £150 per 
annum will be made for residential emoluments 
Applications. sta'ing age, nationality. qualifications 
and experience, together with copies of not more 
than three testimonials, to be sent to the Hospital 
Secretary, City Hospital, Hucknall Road, Notting- 
bam. (4353) 


TEES-SIDE MANAGEMENT 
COMMITTEE 


Hemlington Hospital, Middlesbrough (282 beds) 


Applications are invited for the appointment of a 
SENIOR HOUSE OFFICER (Surgery) 

at the above-named hospital, which is situated in 
a rural arca within casy reach of Middlesbrough. 
and docs not have a casualty department The 
appointment is recognized for the F.R.C.S. exam- 
ination and includes duties in connection with 
acute surgical and plastic surgery cases Applica- 
tions, with full details and two referees, should 
be addressed to the Hospital Secretary (3503) 


THE ROYAL MARSDEN HOSPITAL 
Fulham Read, §.W.3 


Applications are invited for the post of 
RESIDENT SURGICAL OFFICER 
(Senior Howe Officer) 
to commence duty on September |. of as soon 
as possible after that date The appointment is 
for a period of 12 months Preference wil! be 
given to Fellows of the Royal College of Surgcons 
Forms of application are obtainable from the 
House Governor, to whom applications, together 
with copies of three recent testimonials, should be 
sent not jater than August 17, 1957 (4335) 


WEST WALES HOSPITAL MANAGEMENI 
COMMITTEE 


West Wales General Hospital, Carmarthen 
(188 beds) 


RESIDENT SENIOR HOUSE OFFICER (Surgical) 
(Recognized by the Royal College of Surgeons and 
for Pre-registration service) 

Applications are invited for the above post, which 
is now vacant Salary and conditions of service 
as laid down by the Ministry of Heaith Appi:- 
cations, Stating age. qualifications, experience and 
fationality, with names and addresses of three 
referees, to the Group Secretary, West Wales Hos- 
pital Management Committee, Glangwili, Car- 
marthen (4222) 


BURY AND ROSSENDALE HOSPITAL 
MANAGEMENT COMMITTEE 


Bury General Hospital 
Rossendale General Hospital 


Applications are invited for the posts of 
HOUSE OFFICER IN SURGERY 
at the above hospitals. The posts are vacant now 
Apply, stating full details and names of two 
referees. to H. Wilkinson. Exq.. Group Secretary, 
Bury General Hospital, Bury. Lancs. (4284) 
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CAERNARVON AND ANGLESEY HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited for two posts of 
HOUSE SURGEON 
at each of the following hospitals Liandudno 
General Hospita Liandudno§ (recognized for 
FR.CS), and Caernarvon and Anglesey Genera 
Hospital, Bangor (recognized for F.R.C.S.) The 
appoin.ments are for a period of six months 
Salary and conditions of service in accordance with 
those approved by the Ministry of Health Appli- 
cations, stating age, qualifications and experience 
together with the names and addresses of two 
referees, to be forwarded to the Group Secretary 
Plas Gwyn. Ffriddoedd Road Bangor, within ten 


days of the appearance of this advertisement 
(4552) 


ESSEX COUNTY HOSPITAL, Colchester 
(185 beds) 


Applications invited for post of 
HOUSE OFFICER (Surgical) 
First, second, third of pre-registration post, tenabic 
for six months Recognized for F.R.C.S Appli 
cations, with copies of three testimonials, to Group 
Secretary, Colchester H.M.C., 14, Pope's Lane 
Colchester, Essex (4556) 


LAW HOSPITAL, Cartuke, Lanarkshire 


Applications are invited for the post of 
HOUSE OFFICER (Surgical) 
(pre- of post-registration) 
for the six months commencing August 1, 1957 
Applications, stating age, qualifications and previous 
experience, together with the names of two referees 
should be submitted to the Group Medical Super- 
intendent, Law Hospital, Carluke (4582) 


OLDCHURCH HOSPITAL, Romford, Essex 
(722 beds 


RESIDENT HOUSE SURGEON 
required from September 11, 1957, im the General 
Sureical Unit Recognized for F.R.C.S Open 
to either pre-registration applicants or to fully 
qualified practitioners This very active unit of a 
total of approximately 180 beds affords ampie 
opportunities for candidates to obtain first-<class 
tuition and experience The candidate appointed 
will be attached to a unit of approximately 60 
beds Applications should be forwarded to the 
Group Secretary, Romford Group H.M.C Old- 
church Hospital, Romford (3903) 


PORTLAND HOSPITAL, Portland, Dorset 


HOUSE SURGEON 
required at the above hospital, formerly the Royal 
Naval Hospital. The post is resident and tenable 
for six months from October 1, 1957. Applications. 
stating age. qualifications, experience, and nation- 
ality, together with copies of testimonials, to the 
Group Seeretary, West Dorset H.M.C., Damers 
Road, Dorchester, Dorset, immediately (4622) 
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VICTORIA CENTRAL HOSPITAL, Wallasey 
beds) 


Applications are invited for the following resident 
appointment, which falls vacant on September | 
1957, and will be for a period of six months. This 
post is approved as a pre-registration post 

ONE HOUSE SURGEON 
(The appointment is approved by the Royal Collere 
of Surgeons as training post for F.R.C.S.) Salary 
£467 £577 10s. per annum, according to ex- 
perience, less £125 per annum for board. lodging, 
etc Terms and conditions of service in accordance 
with the regulations of the Ministry of Heaith 
Applications, giving details of age, nationality, 
qualifications and experience, together with the 
names of three persons for reference, to the 
Administrative Officer, Victoria Central Hospital 
Liscard Road, Wallasey, Cheshire (9576) 


VICTORIA HOSPITAL, Romford, Essex (99 beds) 


RESIDENT HOUSE SURGEON (Mate) 
required immediately (Not pre-registration ap- 
pointment.) Applications should be forwarded to 
the Secretary, Romford Group H.M.C.. Oldchurch 
Hospital, Romford (6766) 


WARRINGTON GENERAL HOSPITAL 
( beds) 


Applications are invited for 
HOUSE SURGEON (Male or Female) 
(Recognized for pre-registration) 
Salary will be £467 10s. to £577 10s. per annum 
less a deduction of £125 for full residential emolu 
ments The staffing of the surgical unit consists of 
a Registrar and two House Surgeons The post 
offers a comprhensive training in surgery Apply. 
giving full particulars, to the undersigned —-Henry 
L. Boot. Group Secretary, Warrington and District 
Hospital Management Committee c/o General 
Hospital, Warrington, Lanes (9304) 


WARRINGTON INFIRMARY (172 beds) 


Applications are invited for the post of 
HOUSE SURGEON (Ma’e or Female) 
(Recognized for pre-registration) 

Salary will be £467 10s. to £577 10s. per annum, 
less a deduction of £125 for full residential emolu- 
ments Applications should be sent to Henry I 
Boot, Group Secretary, Warrington and District 
Hospital Management Commitice, c/o General 
Hospital, Warrington. Lancs (5624) 


WESTWOOD HOSPITAL, Beverley, Yorkshire 
(229 acute beds) 


HOUSE SURGEON (First, second or third post) 

Vacant soon General surgical duties, some 
orthopaedics Offering good opportunities for 
general experience in busy acute general hospita! 
Recognized for F.R.CS. Approved pre-registra- 
tion post Married quarters may be available 


Applications to Group Secretary (4142) 
BARNSTAPLE, NORTH DEVON INFIRMARY 
(105 beds) 


HOUSE SURGEON (pre-registration) 
required. Post vacamt September 4, 1957 Appili- 
cations to Group Secretary, North Devon H.M.C.. 
19. Alexandra Road. Barnstapic (Pr.4038) 


ROYAL BERKSHIRE HOSPITAL, Reading 
(398 beds) 


Applications are invited from registered and 
provisionally registered medical practitioners, male 
and female, for resident post of 

HOUSE SURGEON 
vacant September 1. 1957. and tenable for six 
months Write, before August 15, stating age 
qualifications (with dates), nationality, present post 
with copies of two recent testimonials, to Secretary 
(3981) 


SOUTH LONDON HOSPITAL FOR WOMEN 
AND CHILDREN, Clapham Common, S.W.4 


Applications are invited from pre-registration 
and registered female medical practitioners for 
the appointment of 

HOUSE SURGEON 
Vacant November 8, 1957, for a period of six 
months. Recognized for the F.R.C.S. Forms of 
application from the Hospital Secretary (4520) 


VICTORIA CENTRAL HOSPITAL (135 beds) 


Applications are invited for the following 
resident appointment, vacant now. This post is 
aporoved as a pre-registration post 

ONE HOUSE SURGEON 
Salary £467 10s. to £577 10s. according to experi- 
ence, less £125 per annum for board. lodging. etc 
Terms and conditions of service in accordance 
with the regulations of the Ministry of Health 
Applications, giving details of age, nationality, 
qualifications and experience. together with the 
mames of three persons for reference, to the 
Administrative Officer, Victoria Central Hospital, 
Liscard Road, Wallasey, Cheshire. (6024) 


BARROW AND FURNESS HOSPITAL 
MANAGEMENT COMMITTEE 


North Lonsda’e Hospital 


Applications are invited for the resident post of 
HOUSE OFFICER (Sargical) 
(recognized for pre-registration) at the North 
Lonsdale Hospital, Barrow-in-Furness Post avail- 
able beginning of September Recognized for 
FRCS Applications to the Group Sccretary 
105, Abbey Road. Barrow-in-Furness (Pr.4367) 


BEXHILL-ON-SEA, BEXHILL HOSPITAL 
(62 beds) 


HOUSE SURGEON 
residem, required Pre-registration post. vacant 
now. National scales of salary. Apply to Hospital 
Administrator (Pr.4641) 


BLACKPOOL VICTORIA HOSPITAL (354 beds) 


HOUSE OFFICER 
(Department of General Surgery) 

Pre-registration post, available on October 1, 
1957. at this modern well-equipped hospital. with 
excellemt facilities for gaining experience. Recor- 
nized for F.R.C.S Applications, stating age, 
experience, and the names and addresses of two 

referees, should be sent to the Hospital Secretary 
(Pr.4454) 


CUMBERLAND INFIRMARY (331 beds) 


Applications are invited for the pre-registration 
post of 
HOUSE OFFICER (General Surgery) 
which is now vacant Recognized for F.R.C.S. 
examination Apply to the Group Secretary. 
Cumberiand Infirmary, Carlisle (Pr.4642) 
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DERBY NO. 1 HOSPITAL MANAGEMENT 
COMMITTEE 


City Hospital, Derby 


Applications are invited for the following posts 
HOUSE SURGEONS (two vacancies) 
(pre-registration) 

Both posts are recognized for the F.R.CS. and 
will be vacant September 11, 1957 Applications, 
stating full details, together with copies of two 
recent testimonials, should be sent to the Medical 
Superintendent, City Hospital, Derby, as soon as 
possible (Pr.4170) 


EPSOM DISTRICT HOSPITAL, Dorking Read. 
Epsom, Surrey 


RESIDENT HOUSE SURGEON 
required immediately Pre-regist: stion post. Recog 
nized for F_R.C.S Application ing age, quali- 
fications and expericnce. with cop of two recem 
testimonials, should be sent as soon as possible to 
Group Sccretary at above address (Pr 4171) 


GENERAL HOSPITAL, Hereford beds) 


HOUSE OFFICER (General Surge.» 
required, pre-registration post. Hospital recognized 
by R.C.S Duties include care of general surgical 
beds and in addition, for three months, of ortho- 
paedic beds and for three months of E.N.T. be 
Application with copies of two testimonals 
be sent to the Group Secretary, Victoria House 
Eign Street, Hereford (Pr.4261) 


GEORGE ELIOT HOSPITAL, Nuneaton 


HOUSE SURGEON (General Surgery) 
Recognized pre-registration and F.R.CS Resi 
dent. Applications to Hospital Secretary. (Pr.4475) 


HASTINGS, ROVAL EAST SUSSEX HOSPITAL 
(150 beds) 


TWO HOUSE SURGEONS 
required carly September Pre-registration posts 
One for General Surgery and E.N.T.. one for 
General Surgery and Urology Apply. with cop es 
of testimonials, to the Hospital Administrator 
(Pr 464%) 


HERTS AND ESSEX GENERAL HOSPITAL 
Bishop's Stortford, Herts (400 beds) 


Applications are invited for the post of 
HOUSE OFFICER, SURGICAL 
(pre-registration). Salary £467 10s. to £522 10s 
per annum, less £125 in respect of residential 
emoluments Appointment to commence immedi- 
ately Applications, stating age, nationality, quali- 
fications and experience, with copies of two recent 
testimonials or the names of referees, to the Hos- 
pital Secretary (Pr.4234) 


HUDDERSFIELD HOSPTTAL MANAGEMENT 
COMMITTEE 


Huddersfield Royal Infirmary (285 beds) 


HOUSE SURGEON 
required to commence duty immediately The post 
is recognized as a pre-registration appointment and 
for the F.RCS Salary in accordance with 
national scaics Applications, together with copies 
of three recent testimonials, to be addressed to 
the undersigned as soon as possible H. J. John 
son, Secretary to the Management Committee, the 
Royal Infirmary. Huddersficid (Pr 4283) 


NELSON HOSPITAL, Kingston Road, Merton, 
8.W.20 


HOUSE SURGEON (Resident) 
(Approved for pre-registration service) 

Post vacant now Applications, stating age 
qualifications, etc.. and the names and addresses 
of two referees. to the Secretary at above address 

(Pr.4644) 


NORTH STAFFS ROYAL INFIRMARY 
Stoke-on-Trent (455 beds) 


HOUSE OFFICER -GENERAL SURGERY 
required Pre-registration post Hospital recor- 
nized for F.R.C.S. Detailed applications. with copy 
testimonials, to Group Secretary, H.M¢ Princes 
Road, Stoke-on-Trent (Pr.4224) 


PRESTON AND CHORLEY HOSPITAL 
MANAGEMENT COMMITTEE 


Preston Royal Infirmary (400 beds) 


PRE-REGISTRATION HOUSE SURGEON 
Post vacant immediately. Recognized for FRCS 
Applications, with names of two referees, to Group 
Secretary, Royal Infirmary, Preston (Pr.4455) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 20 
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ROYAL CORNWALL INFIRMARY, Truro 
heds) 


Applications are invited for the post of 
HOUSE SURGEON 
Now vacant The post is recognized for pre-regis 
tration purposes Anplications, stating nationality 
aac qualifications and cxupericnce, together with 
copies of tw recent testimonials. to be addressed 
to the Hospital Secretary, Royal Cornwa Intir 
mary, Trurc (Pr.4i43 


SOLTH CHESHIRE HOSPITAL MANAGEMENT 
COMMITTEE 


Crewe and District Memorial Hospital 
(108 beds acute, and continuation 32 beds) 


TWO PRE-REGISTRATION HOUSE OFFICERS 
(Surgical) 
required {Approved for F.R.C.S.) Salary and 
conditions in accordance with Whitley Counci 
sca The appointments may b followed by 
sccond post Appiy wemmediately stating age 
qualifications. etc with names of two referees, to 
the Group Secretary, Barony Hospital, Nantwich 
Cheshire (Pr 4676) 


SOUTH-WESTERN HOSPITAL, Landor Road, 


Applications are invited trom women candidates 
for the post of 


HOUSE SURGEON (Pre-regisiration) 


Vacamt September 1 Duties include general sur 
gery, and the successful candidate wil! also be 
required to provide relief for leave of the House 


Surgeon at the Annie McCall Maternity Hospita 
Applications ‘orms, from the Hospital Secretary, to 
be returned om» later than August 17 (Pr 4144) 


TEESSIDE HOSPITAL MANAGEMENT 
COMMITTEF 


North Ormesby Hospital, Middlesbrough 


Applications are invited for the appointment of 
HOUSE OFFICER (Surgery) 

at the above-named hospita The post is recog- 

nized for pre-registration service under the Medical 

Act, 1950 Applications, stating full details and 

giving two names for reference, should be addressed 

to the Hospital Secretary (Pr.4476) 


THE KIDDERMINSTER AND DISTRICT 
GENERAL HOSPITAL, Worcester:hire (112 beds) 


Applications are invited for the pre-registration 
post of 
HOUSE OFFICER (Home Surgeon) 


at the above hospital Post vacant now Appli 
cations, with names of three referees, to the Hos- 
pital Secretary (Pr.4645) 


WIGAN AND LEIGH HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Albert Edward Infirmary, Wigas 
HOUSE SURGEON 
Leigh Infirmary 
HOUSE SURGEON 
All pre-registration posts, becoming vacant shortly 
Applications, with names of two referees, to the 
Secretary, Knowsicy House, Wigan (Pr.4279) 


THORACIC SURGERY 
LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR IN THORACIC SURGERY 
at Thoracic Surgery units at the Bradford Royal 
Infirmary and the Middicton Hospital (aggregate of 
60 beds, both non-T.B. and T.B. cases) Non 
resident cations, staung are qualifications 
and details of present and previous appointments 
(with dates), together with the names and addresses 
of three referees, to the Secretary, Joint Registrars 
Committee, Park Parade, Harrogate, by August 15 
1987 (4225 


SHEFFIELD REGIONAL HOSPITAL BOARD 
Nottingham City Hospital (811 beds) 


WHOLE-TIME REGISTRAR (Thoracic Surgery) 
required. Single accommodation available Appoint- 
ment for one year in first instance Thoracic unit 
at City Hospital undertakes non-T B. and cardio- 
logical cases: T.B. surgery undertaken at modern 
unit in nearby sanatorium appointee encouragcd 
to attend Previous thoracic surgical experience 
desirabic Apply to Secretary, Sheffield Regional 
Hospital Board, Old Fulwood Road, Shefficid, by 
August 19. 1957. giving age. nationality, present 
and previous appointments (with dates), naming 
three referees (4477) 
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UNITED LEEDS HOSPITALS /LEEDS 
REGIONAL HOSPITAL BOARD 


REGISTRAR IN THORACIC SURGERY 

year normally at the Regional Thoracic 
Pinderficlds Genera! Hospital, Wakeficid 
veds), which is under the charge of the Con 
sultants to the Teaching Hospita Second year if 
possible at the Gencra! Infirmary at Leeds Recor 
nized for R.C.S Applications, stating age. qual) 
fications and details of present and previous ap 
pointments (with dates), together with the names 
and addresses of three referees, to the Secretary 
Joint Registrars Committee, Park Parade, Harro- 
gate. by August 22, 1957 (4226) 


BRISTOL COSSHAM AND FRENCHAY 
HOSPITAL MANAGEMENT COMMITTEE 


SENIOR HOUSE OFFICER 
required for the Department of Thoracic Surgery 
(120 beds) at Frenchay Hospital Apply to Group 
Secretary. Frenchay Hospita Brist giving az 
and experience, and quoting two referees (3054) 


BROMPTON HOSPITAL, 5.W.3 


Applications invited for the post of 
RESIDENT SURGICAL OFFICER 
(post graded as Senior House Officer or Registrar 
according to qualifications and cxperience), for six 


months in the first insiance, with cligibility for 
re-appointment Candidates must have held a 
resident hospital appointment Applications, stating 
axe qualifications (with dates) nationality and 
appointments held. toeether with copies of testi 
monials, by August 17, 1957, to Kenneth A. Ff 


4272) 


Miles, House Governor 
THE LONDON CHEST HOSPITAI 


Hospitats for Diseases of the Chest 


A vacancy occurs November 1, 195 for 
RESIDENT HOUSE SURGEON 

at the hospital's Country Branch, near Hitchin and 

Letchworth, Herts The post is graded as Senior 

House Officer and the appointment, which provides 

excellent opportunities for experience n thoracic 


surgery s for six months Applications from 
registered medica practitioners stating date of 
birth qualifications (with datcs) and previous 


sppointments held, with copies of three tcst.monials 
should reach the undersigned not later than Sep 
tember 20-—Thomas Brown, House Governor, 
Lendon Chest Hospital, E.2 (4543) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 20 


PUBLIC HEALTH 
COUNTY BOROUGH OF MIDDLESBROUGH 


SENIOR ASSISTANT MEDICAL OFFICER OF 
HEALTH AND SCHOOL MEDICAL OFFICER 

Applicants must be registered medica! practi- 
tioners having the D.P.H. or equivalent, and 
previous experience in public health. mental health 
or im general practice The work w be adminis- 
trative as well as in the ficid Salary £1,200 by 
£50 (3) bw £55 (5) to €1.625 per annum Appli- 
cations, with names of three referees. to the Med 
cal Officer of Health, 26, Southfield Road, Middics- 
brough, by August 26, 1957.--E. C. Parr, Town 
Clerk (4368) 


COUNTY BOROUGH OF WEST HARTLEPOOL 


APPOINTMENT OF ASSISTANT MEDICAL 
OFFICER OF HEALTH 

Applications are invited for the above appomnt- 
ment from reeistered medical practitioners possexs- 
ing the D.P.H. or DC.H The duties will be 
mainiy in connection with maternity and child 
welfare services. but the person appointed will be 
required to carry out such other duties (e.g. School 
Health Service duties) as may from time to time 
be allocated by the Medical Officer of Health. The 
appointment will be subject to the Whitley Council 
Scale and conditions Salary £1.050 per annum 
by £50 to £1,200 by £55 to £1,475 per annum. 
according to expericnce A car allowance of £75 
per annum is normally payabie The appointment 
will be subject to a medical examination for super- 
annuation purposes and to two months’ notice in 
writing on cither side Canvassing will be a dis- 
qualification, and candidates must disclose any 
relationship to members of the Council Applica 
tions, stating the names and addresses of three 
referees, must be received by the Medical Officer 
of Health, Durham House. Victoria Road. West 
Harticpoo! ot tater than August 31 1957 
Eric J. Waggott. Town Clerk, Municipal Buildings 
West Hartiepoo! (4247) 
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DERBYSHIRE COUNTY COUNCIL 
County Health Department 


ASSISTANT MATERNITY AND CHILD 
WELFARE MEDICAL OFFICERS AND SCHOO)! 
MEDICAL OFFICERS 
Applications are invited from registered medica 
Practitioners for whole-time superannuable posts 
Salary £1,050 by £50 to £1,200 by £55 to £1,475 
per annum. Car allowance Particulars and forms 
of application are obtainab’e from Dr. J. B.S 
Morgan, County Medica! Officer, St. Mary's Gate 
Derby. to whom they should be returned by 
August 26, 1957 (4592) 


HEREFORDSHIRE COUNTY COUNCIL 


Applications are invited for 
WHOLE-TIME ASSISTANT MEDICAL OFFICER 
(Male or Femate) 
in the County Health Department. The duties wi!! 
primarily consist of work in connection with the 
School Health and Maternity and Child Weilfar 
Services Salary £1,050 by £50 (3) by £55 (5) to 
£1,475 per annum, together with car and subsiste 
allowances on County Council scale, which ar n 
accordance with the scheme recommended by C om 
mitt C of the M cal Whitley Council Forms 
of application may be obtained from the County 
Medical Officer, 35. Bridge Strect, Hereford. Com 
pleted forms of application should be returned b 
August 31, 1957.—R. C. Hansen, Clerk of the 
Council (4874) 


LANCASHIRE COUNTY COUNCIL 


APPOINTMENT OF ASSISTANT DIVISIONAL 
MEDICAL OFFICERS 

Applications are invited from registered medica 

practitioners for appointment as Assistant Divisions 

Medical Officers. Vacancies in areas in the vicinity 


of Bury and Burnicy Possession of Diploma in 
Public Health desirabie Salary £1,050. rising to 
£1,475 per annum Travelling and subsistence 
allowances where applicable Application § fo: ns 


and further particulars from County Medical 
Officer, Serial 367, East Cliff County Offices 
Preston Application form, to be returned by 
August 31. 1987 (4611) 


STAFFORDSHIRE COUNTY COUNCIL 
Health Department 


Applications are invited from registered medica! 
Practitioners in Central Staffordshire for a part- 


time sessional appointment. UP LO SIX Sessions 
per week during schoo! term. for Diphtheria 
Immunization and Poliomyelitis Vaccinatior The 


remuneration will be £3 12s. 6d. per session of !+ 
to 2) hours, and a casual user's car allowance 
will be paid Further information can be obtained 
from the County Medical Officer of Health, County 
Buildings. Stafford. to whom applications should 
be sent by August 16, 1957.—T. H. Evans. Clerk 
of the County Council, County Buildings, Staflord 

(4317) 


STAFFORDSHIRE COUNTY COUNCIL 


APPOINTMENT OF ASSISTANT COUNTY 
MEDICAL OFFICER AND SCHOOL MEDICAL 
OFFICER 
Applications are invited from fully qualified 
medical prac*itioners. and those holding the Diploma 
f Public Health will be given preference The 
candidate appointed will undertake clinical work 
in the School Health and Child Welfare Services 
under the direcion of the County Medicai Officer 
f Health. and will be required to perform such 
other dutics as may from time to time be prescribed 


The salary scale is £1,050 by £50 to £1,200 by £55 
to £1,475. and increments may be given for previous 
similar service The appointment will be termin 


able by three months’ notice in writing on erther 
side and subiect to the provisions of the appropriatc 
Superannuation Acts and Regulations, in which 
connection the selected candidate must pass a4 
medical examination and submit bis or her birth 
certificate. Forms of application may be obtained 
from the County Medical Officer, County Building» 
Stafford, to whom thev should be returned, when 


completed, not later than August 30, 1957.—T H 
Evans. Clerk of the County Council, County Build- 
ngs, Stafford (4857) 


DUSTRIAL APPOINTMENTS 


(Vacant) 


FACTORY DOCTORS 
FACTORIES ACTS, 1937 and 1948 
The following appointment as Appointed Factory 
Doctor is vacant: Southend, in the County of 
Essex Applications, which should be received not 
later than August 24, 1957. should be sent to Chief 
Inspector of Factories, 19, St. James's Square 
London, S.W 1. (4598) 


~~, 
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REPUBLIC OF IRELAND 
DR, STEEVENS’ HOSPITAL, Dubtio 


Applications are invited from qualified practi- 
tioners with surgical experience for the position of 
SENIOR SURGICAL REGISTRAR 
to the hospital Each candidate shou'd state his 
age and turnish full particulars of his surgical 
and medical qualifications and expericnce The 
appointment shall be for ome year, but may be 
renewed for a* second and third year, and the 
appointee shall be responsible for intern and extern 
patients. The salary will be £500 per annum, non- 
resident Appplications should reach the under- 
signed within ten days from the publication of 
this advertisement.—-William Kennedy, Sccretary 

(4677 


OVERSEA (Vacant) 


BERMUDA. OWING TO SUDDEN DEATH, 
vacancy exists in group practice for a Consultant 
Surgeon with considerable experience in gencral 
surgery with hicher qualifications Age 35 to 45 
Excellent salary offered Reply with (1) full par- 
ticulars, (2) three referees, (3) recent personal 
photograph, to Bermuda Medical Associates, ¢/o 
Bermuda Travel Information Office. 6. Lower 
Regent Street, London, W.1, within ten days of 
advertisement appcaring. Personal interviews will 
be conducted in London and G/asgow, where full 
details will be available 


ENGLISH DOCTOR WITH LARGELY EURO- 
PEAN practice in India, worth £5,000 per annum 
including appointments worth over £3,000 per annum 
and free passages, and with first-class hospita 
facilities, returning to England in April, 1955 
wishes to find a successor for his practice and an 
opening in general practice, preferably with ob 
stetric opportunitics, in the north of England 
Any interested doctor please communicate with 
Box 24518, B.MJ 


WANTED, DOCTOR ON INDIAN SHIP SAILING 


from Liverpool for Bombay mid-October Oppor- 
tunity for free passage and messing Contact 
immediately Box 2618. B.MJ 

PRITISH PHARMACEUTICAL COMPANY 


currently forming several subsidiaries in Africa, 
requires British Medical Practitioner, aged 30) /40 
years, with considerable clinical cxperience w act 
in an advisory capacity to these subsidiaries. The 
successful applicant will be required to reside 
permanently in Salisbury, Rhodesia, and to travel 


extensively in Africa His dutics will include 
arranging clinica! trials, supplying med cal informe 
tion and advising On promotional matters The 


post is a responsible one Salary not less than 
£2,000 per annum.—Reply to Box 2619, B.MJ 


CATHOLIC MISSION HOSPITALS. VACAN- 
CIES in East and West Africa and India.-—-Apply 
Secretary, Damicn Society, 47, Fitzwilliam Square 
Dublin 


VIRGINIA, U.S.A. TEACHING HOSPITAL 
Group requires registered Physicians with univer- 
sity dearces for training in anaesthesia. Experience 
unnecessary Remuneration from £70 ($200) 
monthly Free board, quarters, laundry. uniforms 
Fare advanced if desired Details from Dr 
M. S. C. Rooney. Memorial Hospital, Westwood 
Avenuc, Richmond, Virginia (4678) 


AUSTIN HOSPITAL. Heidelberg 
(Situated in Melbourne, Victoria, Austratia) 


MEDICAL DIRECTOR-—SPINAL UNIT 

Applications are invited from medical practi- 
tioners, preferably with postgraduate qualifications 
and preferably with experience in medical rehabili- 
tation of long-term ii!ness. for the above post. The 
Spinal Unit is newly developed, with 52 beds 
within the Austin Hosptal, Heidelberg, as the 
recognized paraplegic treatment centre for the State 
of Victoria. Initially the appointment will be for 
three years, but, subject to satisfaction by both 
parties, will be regarded as a permanent appoini- 
ment The duties are full-time, with limited right 
of consultant practice on prescribed terms. Salary 
will begin at the rate of £3.000 (Australian) per 
annum, rising by two increments to £3,250 (Austra 
lian) per annum Expense of transfer of 
appointee and his family to Australia will be met 
by the hospital Superannuation and study leav 
conditions apply A schedule giving details of the 
post will be made available upon ecnquiry to the 
Agent-General for Victoria, Victoria House. Mel- 
bourne Place, The Strand. London. W.C.2 By 
order of the Committee of Management 
Powell, Manager and Secretary (4255) 


WANTED. CLINICAL PATHOLOGIST FOR 
large, modern, western Canadian hospital Excel- 
lemt area and working conditions Salary $6,000 
per annum. Applicants apply to Personne! Director. 
Calgary General Hospital, Calgary, Alberta, 
Canada. (4404) 
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NORTHLAND HOSPITAL BOARD, New Zealand 


PART-TIME MEDICAL SUPERINTENDENT 
Rawene Hospital, and Director Hokianga Special 
Area Medical Service 
Applications are invited from qualified medical 
practitioners for the above combined position A 
free house is available. The present «alary payable 
is in the range of £2,100 to £2.200 Travelling 
expenses are also payable. Conditions of appoint- 
ment available from the High Commissioner, New 
Zealand House. London, or the undersigned, with 
whom applications close on September 30. 1957 
The Secretary, Northland Hospital Board, P.O 
Box 403, Whangarci, New Zealand (4314) 


NORTHLAND HOSPITAL BOARD 
Whangarei, New Zealand 


PART-TIME OPHTHALMOLOGIST 

Applications are invited from qualified medicai 
practitioners for the position of Part-time Ophthal- 
mologist. Salary within range of £328 to £388 per 
annum (for seven hours a week), according to 
qualifications and experiene Additional payment 
is made for periodical visits to periphery hospitals 
in the Board's area, plus travelling time Con 
ditions of appointment available from the High 
Commissioner, New Zealand House, London, or 
the undersigned. with whom applications close on 
October 30. 1957.—The Secretary, Northland Hos 
pital Board. P.O. Box 403, Whangarei, New 
Zcaland (4315) 


PSYCHIATRISTS 
required by 
SASK, DEPT. OF PUBLIC HEALTH 
for 
SASK. HOSPITAL WEYBURN 

Salary: Starting rate $6,660. $6.900 of $7,140 
per year depending upon expericnce Promotional 
opportunities with salaries up to $14,000 per year 
Requirements : Only registrars or senior registrars 
or equivalent with D.P.M. and with strong interests 
in social (Milicu) therapy and group psychotherapy 
need apply Promotional opportunities are avail- 
able to those who pass the cxaminations in the 
Specialty of Psychiatry as set by the Royal Collicee 
of Physicians and Surgeons of Canada. For appli 
cation forms and further information apply to 
W. C. A. Koiehts Exccutive Assistant, Saskatch 
ewan House, 28, Chester Street. Belgrave Square 
London, S.W.1, England Applicants should refer 
to competition ¢/c4930. and should submit com- 
pleted forms to Mr. Knights not later than Septem- 
ber 3. 1957 (4235) 


ROYAL SOUTH SYDNEY HOSPITAL 
Joynton Avenue. Zetland, Sydney 
New South Wales, Australia 
(Acute hospital of 100 beds) 


MEDICAL SUPERINTENDENT 

Applications are invited from registered medical 
practitioners for the position of Medical Superin- 
tendent at the above hospital, situated in a large 
industrial area Total attendances Casualty and 
Out-patient Department, 61,000 per year Accom- 
modation available at the hospital for a single 
man Salary in accordance with determination 
approved by the Hospitals Commission of N.S.W 
at present £A.2,014 per annum, less £188 a year 
for board and residence Applications, endorsed 
**Medica! Superintendent.” stating age, qualifica- 
tions. experience, nationality and marital status, 
together with copies of three testimonials, to be 
forwarded to reach the undersigned not later than 
October 1, 1957 The successful app'icant will be 
required to commence duties during January, 1958 

RT. Wright. Secretary and Chief Executive 
Officer (3589) 


THE OTAGO HOSPITAL BOARD 
Dunedin, New Zealand 


ASSISTANT RADIOTHERAPIST 

Applications are invited from persons who have 
held a medical deagrce for at least five years for 
the position of Assistant Radiotherapist with the 
Otago Hospital Board The salary scale payable 
will be in accordance with the appointee’s quali- 
fications and experience. and will be cither (a) 
Junior Specialist’s Scale £1.640 w £1,940 per 
annum, or (b) Senior Specialist’s Scale : £2,040 to 
£2,340 per annum The commencing rate witho 
the applicable scale will be that determined by the 
Department of Health's Medical Officers’ Salarics 
Grading Committee in accordance with the experi- 
ence, qualifications, and status of the appointee 
The position is non-resident, is full-time, and 
private practice is not permitted Conditions of 
appointment may be obtained on application to the 
High Commissioner for NZ 415, The Strand 
London, the office of this journal, or the under- 
signed Travelling expenses in accordance with 
those stated in the conditions of appointment 
are payable where the appointee signs an agree- 
ment to remain in the service of the Board for a 
period of two years Applications, stating age. 
qualifications, and experience. together with testi- 
moniais and health and radiological certificates, 
are to be in the hands of the undersigned by 10 
o'clock a.m. on Friday, October 18, 1957.—W. A. 
Williamson. Secretary. Otago Hospital Board, P.O 
Box 946, Dunedin, New Zealand (3982) 


UNIVERSITY AND RESEARCH 
APPOINTMENTS, ete. 
ROYAL MARSDEN HOSPITAL, Fulham Road. 


RESEARCH ASSISTANT 
required (full-time), to work on pathological an 
clinical aspects of the study of breast canc 
Appointmemt for one year in the first instance 
with a efant according ww qualifications and 
capabilities. Applications to be sent to the House 
Governor by August 24 (43%) 


ST. MARY'S HOSPITAL MEDICAL SCHOOL 
(University of London), Poddington, W.2 


Applications are invited for th post of 
LECTURER in the Paediatr'c Unit 

for a period of three years The ties will be 
primarily research and teaching with nical work 
as well Laboratory facilities and technical 
assistance are available Salary within the scale 
£1,150 by £100 to £1,750, together with supcrannua- 
tion under the F.S.S.U. (or N.H.S.) and ch 
allowance 

Applications (two copies), together with ec 
mames of three referees, should be sent, bet 
September 30, 1957, to the Secretary, from whon 
further particulars may be obtained (4627) 


THE UNIVERSITY OF LIVERPOOL 


Applications are invited for two posts as 
ASSISTANT LECTURER or LECTURER 
in the Department of Pathology 

The salary range for an Assistant Lecturer will be 
£900 to £1,100 per annum; the initial salary for 
a Lecturer will be within the range £1,200 to £1,500 
per annum, according to qualifications and experi- 
ence Applications, stating age. academic quali- 
fications and experience, together with the names 
of three referees, should be received not later 
than August 31, 1957, by the Registrar, from whom 
further particulars of the conditions of appo.nt- 
ment may be obtained. (4381) 


THE UNIVERSITY OF MANCHESTER 


Applications are invited for the full-tume post of 
LECTURER IN CLINICAL PATHOLOGY 
from suitably qualified graduates in medicine 
Candidates should have wide experience in clinical 
pathology, and special interests in bacteriology 
High qualifications in these subjects are desirab'c 
and there are ample facilities available for research 
Salary on a scale rising to £2,150 per annum, 
initial salary according to qualifications and cxperi- 
ence Duties to commence as soon as possible 
Membersh p of FS.S.U. and children’s allowance 
scheme Applications should be sent. not later than 
August 31. 1957, tw the Registrar. the University 
Manchester, 13, from whom further particulars 
and forms of application may be obtained. (4269) 


AMENDED ADWERTISEMENT 
UNIVERSITY OF EDINBURGH 


CHAIR OF ORTHOPAEDIC SURGERY 

The University Court invites applications for 
appointment to the Chair of Orthopacdic Surgery 
The terms and conditions of appointment may be 
obtained from the undersigned. with whom applica 
tions (15 copies) giving the names of three 
referees and including any testimonials candidates 
may wish to offer, should be lodgecd not later 
than October 14, 1957 A candidate from over- 
SCas may submit one copy of his application 
Charles H. Stewart, Secretary to the University 
Old Colicac, South Bridge, Edinburgh (4409) 


UNIVERSITY OF EDINBURGH 
Department of Surgical Science 


Applications are invited for the post of 
SENIOR LECTURER or LECTURER 
in the Department of Surgical Science 
The salary scale for the Senior Lectureship is 
£1,950 by £100 to £2,550, and for the Lectureship 
£900 by £100 to £1.300; bar, £1,400 by £100 to 
£1.900, with placement according to qualifications 
and expericace The post is subect to super- 
annuation, and family allowance is payable where 
applicable Candidates should be graduates in 
either science or medicine The successful candi- 
date will not have any clinical duties, but will be 
required to take part in the teaching of experi- 
mental method and technique, and to undertake 
research in the genera! field of tissue and organ 
transplantation under the direction of the Pro- 
fessor Some training in immunology would be 
an advantage. Further particulars may be obtained 
from the undersigned, with whom applications (six 
copies). giving the names of two referees, should 
be lodged not later than September 1, 1957.— 
Charlies H. Stewart, Secretary to the University 
(4524) 
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